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Symposium on Endoscopy 


Chevalier Jackson 
D. Sanger McEwen, B.A., B.Sc., M.D. 


Great men appear in batches and the present 
age is prolific with greatness. History, I believe, 
will record genius and outstanding talent in an 
unprecedented number of citizens living in the 
twentieth century. One of the greatest of these 
will be Doctor Chevalier Jackson. All the world 
knows how his skill has saved the lives of count- 
less children and adults by removing foreign bodies 
from the food and air passages. Few, however, 
know the story of Doctor Jackson’s life. This 
fascinating story is beyond the scope of the pre- 
sent article, but a review of some of the more 
interesting facts about his life and views is well 
worth recounting. 

In the year 1865, that marked the end of the 
American Civil War, Chevalier Jackson quietly 
entered this world in the city of Pittsburgh. His 
paternal grandparents were from Yorkshire and 
arrived in Pennsylvania shortly before his father 
was born. His mother also was born in the eastern 
United States of a French father and a Knicker- 
bocker mother. Chev. was small and never robust. 
He was always sensitive but had an ambition and 
a steadfastness of purpose that belied his physique. 
His boyhood was full of the events that build 
character and skill. The early years of his life 
were spent in a rough mining community in Pitts- 
burgh. One had to be diplomatic to survive. His 
early memories were mostly unhappy ones and 
these unhappy moments were connected with 
scenes of cruelty. He could never tolerate cruelty 
to children and especially cruelty to dumb animals, 
which was extremely common in the district where 
he was born and spent the early years of his life. 
His memories of home and parents were happy 
ones. The earliest memories were of poverty, and 
as a very young child Chevalier had regular duties 
to perform. This left him very little time to play 
games or mix with other children. Nearly all his 
spare time was spent with his hobbies of painting 
and woodworking, which he began at a very early 
age. These hobbies stood him in good stead in 
later life, largely because of the skill and dexterity 
acquired, also because he was able to build up a 
meagre budget for his education by producing 
hand-painted china, etchings and other paintings 
for sale as well as making useful articles in his 
woodworking shop, which brought in a few dollars. 
His mastery of art and color made it possible for 
him to record for posterity views of endoscopic 
fields in various conditions of health and disease. 


Throughout early schooling Chev. was thrown 
into contact with the miners’ sons who were largely 
bullies, enjoying fighting and frequently organized 
and encouraged dog-fights, cock-fights, etc. All of 
this was very distasteful to him so he learned to 
become sufficient unto himself and largely avoided 
other children. Until his college days in Phila- 
delphia he was constantly chided and persecuted 
by the children he associated with, largely on ac- 
count of his horror of cruelty and his frail physique. 
Looking back on this period of life he is surprised 
that he came through as well as he did and con- 
siders that only his faith carried him through. The 
reticence he developed at that stage stayed with 
him throughout life. In school he was fond ot 
most subjects and usually led his class. However, 
he was never interested in history, as he felt it 
was too full of what kings, commanders and poli- 
ticians did and there was little note made of the 
work, the ideals and the suffering, especially of 
women throughout the ages. He claimed this was 
because men wrote the histories and that future 
records would probably be less one-sided as we 
get farther away from the “weaker sex” arrogance 
and egotism of the cave man. 

Chevalier was a great believer in work as a 
powerful moral influence. He pointed out that it 
was rare for a hard worker to commit a crime. 
Most politicians and agitators, he claimed, were 
idlers who want to bedevil and live off the workers. 

The first foreign-body case is probably worth 
recording. When Chev. was twelve years old, an 
oil company arranged to drill for oil on his father’s 
property. When down some two thousand feet 
the rope holding the steel drill broke and became 
matted some thousand feet below the surface in a 
six-inch drill hole. All attempts to recover the 
equipment failed. Chev. suggested using a twelve 
foot metal rod with barbs on it attached to a new 
rope. When he was told this was impossible to 
do he made a wooden model, took it to the local 
blacksmith shop and had a piece of steel made 
with barbs on the distal eight feet. This was given 
a trial. After pounding this down into the matted 
rope and pouring a barrel of oil down the shaft the 
barbs held and the broken rope, together with the 
equipment attached to it, was rescued. This idea 
was never patented, but has been in general use 
in this type of operation ever since. Indeed, 
none of the hundreds of instruments devised by 
Chevalier Jackson has ever been patented, nor 
have the rights ever been given to any one com- 
pany to reproduce, but all were welcome to dupli- 
cate and sell any of his equipment or ideas. 


8 
| 


The Manitoba Medical Review 


[November, 1958 


Pre-medical education was taken at the Uni- 
versity of Pittsburgh between the years 1778 and 
1882. This term of pre-medical work was followed 
by a period in which a few more dollars were 
scraped together in the hope of entering medicai 
college in Philadelphia. By October 1884, with the 
earnings of his paintings in his pocket he set out 
for Philadelphia and was enrolled as a student in 
Jefferson Medical College. In the City of Brotherly 
Love an attic room was obtained for one dollar a 
week. He made a deal to be supplied with enough 
coal to heat his room and do his cooking in con- 
sideration of his services in carrying coal to the 
attic and to all other eight rooms in the house. 
This four-flight climb with a load of coal twice 
daily was probably not the best treatment for the 
tuberculous lesion he was plagued with throughout 
part of his life. The daily routine was breakfast, 
consisting of a cup of clear coffee and a slice of 
bread at 4:30 a.m. followed by study until 9:00; 
then coal delivery until 9:50, which just left time 
to get around the corner for the 10:00 o’clock 
lecture. Noon lunch usually consisted of an apple 
and a few pretzels. The last lecture was over at 
6:00 o’clock, following which he put his own dinner 
on to boil, while he delivered the evening coal to 
the various rooms. Although Chevalier was known 
as an excellent cook and enjoyed cooking, he 
lived very simply himself. He rarely ate meat and 
throughout life made it a practice to get up from 
the table feeling hungry. 


During his vacation he took on a job selling 
medical books to doctors throughout the area. 
Needless to say these books were all well read 
before they were delivered to the purchaser. In 
this way he was able to broaden his medical edu- 
cation without extra expenditure. At the com- 
pletion of his circuit of local doctors, most of whom 
were not interested in medical books, he took on a 
job as cook on a fishing schooner that spent two 
months at sea off the Newfoundiand coast. With 
the money accrued from these jobs he was able to 
finish his medical education, graduating from Jeffer- 
son Medical College in 1886 at the age of twenty-one. 
From that time until his death a few weeks ago, 
honors were heaped upon him annually from liter- 
ally all the medical centres of the world. Professor 
McRae, who worked with Chevalier Jackson for 
twelve years, with characteristic Scottish candor 
described him as being generous to a fault. He 
pointed out that he would help anybody out of dif- 
ficulty at almost any sacrifice. He called Chevalier 
the warmest-hearted, cold-blooded man he ever 
met. 

A few of the things that added to Chevalier’s 
tremendous success in his chosen field might be 
found in his aphorisms, in his ideas and his ideals. 
For instance, he was always cautious, as intimated 
in the bronchoscopic aphorisms such as: “Be sure 
you are right, then look around to see what is 


wrong;” “Be sure you are right but not too sure;” 
“Follow your judgment, never your impulse;” 
“Nature helps, but she is no more interested in 
the survival of the patient than of the attacking 
microbes.” 

Chevalier always favored discussion but detested 
controversy. When one of his confreres wanted to 
tell off a troublesome member of the profession, 
Doctor Jackson turned to him and said: “Don’t 
bother. ‘Back sass’ yieldeth no profit.” This phrase 
later became known as Jackson’s proverb. In 
handling children Doctor Jackson was noted for 
his gentleness and patience and no assistant lasted 
long in his clinic that didn’t have these qualities. 
He trained himself to be ambidextrous from early 
life by utilizing any frequently-repeated maneuver 
such as eating, drawing, carving, woodworking 
et cetera as a means to educate his left hand. In- 
deed, he would frequently eat left-handed and 
right-handed on alternate weeks and practically 
always used his fork solely in his left hand. One 
of his aphorisms was to “always let your left hand 
know what your right hand was doing and how to 
do it.” When drawing his bronchoscopic repro- 
ductions or schematic diagrams during his lectures 
he would use chalk in both hands simultaneously 
and trained himself in the ability to draw different 
directional lines and concentrate on what each 
hand was doing simultaneously. Doctor Jackson’s 
attitude towards remuneration for his work was 
interesting. As stated before, none of his ideas or 
equipment was ever patented and all were en- 
couraged to make free use of these. After working 
fifty years, he established ninety-five percent of 
the work he did was for charity and he could never 
understand the lay opinion that all doctors were 
well paid for their charity work by the hospitals. 
One highschool student who was delegated to in- 
vestigate financial returns from various professions 
wrote to him for information in this regard. His 
reply was as follows: “I have been on call at 
hospitals night and day for fifty years. No hospi- 
tal has ever paid me one cent, nor even reimbursed 
me for the thousands of dollars I have spent in 
serving hospitals. Even the instruments I used I 
had to buy myself for many years. For nearly 
fifty years I have been teaching in medical colleges. 
Not one cent of salary has any medical school ever 
paid me for my work, nor has any reimbursed me 
for my expenditures. Many a time after saving a 
child’s life I have given the parents money to pay 
their expenses home. Never once during this fifty 
years has any patient applying to me been refused 
treatment because of inability to pay.” 

At the height of his career Doctor Jackson had 
a rather interesting method of assessing charges. 
For the five percent of his patients who could 
afford to pay, he felt that an endoscopic procedure 
that made or confirmed a diagnosis that definitely 
helped a patient and that may have saved months 
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of suffering or even a life should be worth one 
month’s salary of the bread-winner of the family. 
A bronchoscopic procedure that definitely saved 
a life should be worth two months’ salary. How- 
ever, on discussing charges with his secretary I 
was surprised to find that, if any patient questioned 
a bill or did not remit after the second notice, 
Doctor Jackson informed her not to press the 
question farther but to erase the amount from the 
books, regardless of the fact that many of these 
people were tremendously wealthy. The skill of 
Doctor Jackson at removing difficult foreign bodies 
is legendary. It was not uncommon to see difficult 
foreign bodies removed in thirty to forty seconds. 
Many of these cases had previously been broncho- 
scoped unsuccessfully by well-trained bronchoscop- 
ists. Most were cases of open safety-pins, point up, 
that had to be closed, turned, and disengaged from 
lower bronchi and removed under local anaes- 
thesia. Even after removing several thousand 
foreign bodies Doctor Jackson still made a practice 
of putting a duplicate foreign body in and out of 
a mannikin several times just before removing the 
foreign body from the same position in the child. 

The vision of this man went far beyond the 
work he himself could do. His ambition was to 
start many schools of endoscopy, all of which them- 
selves would be training centres for doctors in 
other centres to be set up in the future. He had 
very definite and sensible regulations. No doctor 
was allowed to work on dogs in his laboratory until 
he had exhibited definite qualities of skill and 
gentleness on cadaver work. The endoscopic train- 
ing then was allowed on dogs, and after acquiring a 
certain ability to perform the necessary manipula- 
tions on living, moving tissues the doctor was al- 
lowed to begin endoscopic work on humans. This 
order of procedure seems to have been reversed in 
some modern centres. 

One of the main annoyances in Doctor Jackson’s 
later life was the reporting of his deeds. He felt 
the newspaper reports of his wizardry and skill 
were in very poor taste and only did him harm 
with the profession. He continually exhorted them 
and obtained promises that they would attempt to 
educate the public in means of avoiding the neces- 
sity for bronchoscopy rather than extolling his 
virtues. He carried on a vigorous campaign trying 
to enlighten the public on keeping lye out of the 
reach of children, on closing safety pins and not 
leaving objects that could become foreign bodies 
in the air and food passages within the reach of 
young children. After being assured of coopera- 
tion from the reporters he would find the article 
that eventually appeared in the papers back to 
the sensational with little or nothing said about 
methods of preventing these accidents in the home. 
He deplored the newspaper code of ethies to “get 
news honestly if you can, but get it.” 


Most hospitals in Philadelphia make it a practice 
to drop a man from their staff, if he holds an 
appointment in another hospital. Nevertheless, 
Doctor Jackson held five professorships simul- 
taneously. Professor Hare said in a public address: 
“Knowing as I do the temperament, character, 
training, rivalry and ambitions of collegiate medi- 
cal men, if asked beforehand I would have said it 
is impossible, and I still say it is impossible, but 
I must add that Chevalier Jackson has done the 
impossible. He tells us that it is all due to the 
atmosphere of the City of Brotherly Love. The 
atmosphere has been here a long time, yet nobody 
ever did this before. I do not hesitate to say no 
one will again. No one ever, anywhere in the 
world, has created and simultaneously filled five 
medical collegiate chairs.” Interestingly enough, 
each of these chairs held by Doctor Jackson found 
his resignation tendered as soon as he felt it had 
reached the stage of proficiency where it could 
carry on without him. No amount of pleading 
could persuade him to stay on as active professor, 
but he was usually made professor emeritus. His 
ambition, of course, was to expend his energies 
developing yet other centres. At one stage when 
he was asked the best plan for success in medicine 
he said: “A successful career in Scientific Medicine 
requires a start with the broadest possible medica] 
education, followed by concentrated effort within 
the narrowest limits; while a successful career in 
the Practice of Medicine depends upon getting each 
individual patient’s point of view.” 

Professor Jackson was well-known for his love 
of animals, of nature, of art, of woods and wood- 
working, boating, of cooking and his belief in the 
equality or the superiority of woman to men. His 
chief dislikes were of cruelty, of controversy, alco- 
hol and tobacco. A layman once wrote and asked 
him to settle an argument. He pointed out that 
it was reported to him that Doctor Jackson did 
not smoke, drink, dine, dance, visit, hunt, play 
bridge, golf or tennis, go out or receive socially, 
go to games, movies, plays or concerts. He never 
travelled for pleasure or took a vacation. The 
correspondent ended his letter with this sentence: 
“To settle our argument what in the world do you 
do with your spare time?” Jackson’s reply was to 
the point. He said: “The answer is simple. I have 
no spare time.” 

Doctor Jackson never faltered in his faith in 
human nature. He was a Christian of the Protes- 
tant faith but was particularly partial to Catholics 
and Jews. He pointed out that when most of the 
races of the world were robbing, thieving, murder- 
ing wild men, with no ethics beyond “kill or be 
killed,” that Christ and his Jewish disciples were 
teaching the most beautiful code of morals and 
most kindly human relations the world has ever 
known. “The whole world,” he said, “is, and for- 
ever will be, indebted to the Jews. They were 
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preaching truthfulness, integrity, systems of mor- 
als, codes of equity, love thy neighbor as thyself, 
over two thousand years ago.” 

In many respects Chevalier Jackson was a 
paradox. He was frail and never participated in 
athletics, yet would work for hours at difficult, 
exacting work and was fresh long after his younger 
assistants were fatigued. He was sickly but rarely 
lost time from his work. He had implicit faith in 
humanity, yet left the impression that he trusted 
no one. He was the most tolerant man I ever met, 
yet quite intolerant of drinking and smoking. He 
never travelled for pleasure and loved his home, 
but probably covered more miles and attended 
more scientific meetings than any of his contem- 
poraries. He rarely ate meat in later life, but 
cooked meat dishes beautifully. He resented re- 
porters and avoided publicity, yet was the best 
“copy” for the press. He had little interest in 
making money, yet raised vast sums for establish- 
ment of many endoscopic clinics. 

My all too short, personal contact with Professor 
Jackson was extremely enjoyable. I appreciated 
the time as assistant after the regular course, and 
the opportunity to become a member of his perma- 
nent staff. One of his landscapes done in water- 
color presented when I left Philadelphia is one 
of my treasured possessions. Along with several 
thousand who knew Chevalier Jackson and his 
contribution to humanity and to Medicine, I was 
saddened by his death, but know his influence and 
the things he strived for and accomplished will 
never die. 


Bronchoesophagology 
C. B. Schoemperlen, M.D., F.A.C.P., F.C.C.P. 


This branch of medicine has gained importance 
since the turn of the century because of the intro- 
duction of bronchoscopy and esophagoscopy. One 
is reminded of the youth of this specialty by 
the recent passing of the father of Endoscopy, 
Doctor Chevalier Jackson. Apparently, in 1881, 
Mikulicz and Stoerk independently constructed a 
workable esophagoscope. Killian, in 1897 in Ger- 
many, was, apparently, the first to successfully 
extract a foreign body from the bronchus. In 1904, 
Jackson reported on the use of bronchoscopy and 
esophagoscopy, before the American Laryngologi- 
cal and Otological Society, and following this 
published innumerable articles and gave numerous 
papers and demonstrations on the use of the 
bronchoscope and the esophagoscope, and popular- 
ized these two instruments on this continent; while 
Sir Victor Negus was doing the same thing in 
England a little later. New scopes, forceps and 
other endoscopic instruments rapidly appeared on 
the market. 

At the onset these instruments were used 
primarily for the removal of foreign bodies, and 


for the most part only by Otolaryngologists, but 
before long a new department of medical science 
was developed based upon the direct inspection of 
pathological changes in the living bronchi and 
esophagus; the removal of specimens of tumor 
tissue and uncontaminated secretions for labora- 
tory study; the improvement of drainage and of 
swallowing by dilatation of strictures; removal of 
obstructive tissues and benign tumors; the accurate 
localization of diseases of these organs, and some- 
times direct treatment of these diseases; determin- 
ation of resectability of these lesions; reduction of 
the incidence of postoperative pulmonary complica- 
tions; preoperative and postoperative atelectasis; 
preoperative and postoperative aspiration where 
necessary. 

With us today, the removal of foreign bodies 
constitutes a very small percentage of the total 
bronchoesophagoscopies that are done; and there- 
fore because of the great value in the diagnosis and 
treatment of diseases of the respiratory tract and 
of the esophagus these procedures have become an 
integral part of the medical investigation of these 
diseases, and in many cases, of their medical man- 
agement, as well as being valuable to surgeons in 
these fields. 

Although many endoscopists still prefer local 
anesthesia for these procedures, as reported pre- 
viously, I prefer a combination of local, pentothal 
and a muscle relaxant, although in some seriously 
ill and elderly patients I use local alone or in com- 
bination with intravenous Nisentil, and in patients 
with severe emphysema or with asthma, I prefer 
Ether. Although these two branches of medicine 
are usually combined, for purposes of clarity some 
of their uses and recent advances are described 
separately. 


Bronchology 

I will refer only briefly to the removal of foreign 
bodies by mentioning the non-opaque foreign 
bodies which are a problem particularly in chil- 
dren, and may be missed for long periods. These 
cases often present as unresolved pneumonia, but 
if one studies the radiological appearance carefully 
one will often notice an area of atelectasis, or of 
distention of one area, sometimes referred to as 
obstructive emphysema. These signs, plus the 
evidence of a wheeze in children that do not give 
a history of aspiration of foreign bodies, but who 
have chest lesions that do not clear, should warrant 
a bronchoscopic examination. In one instance a 
large head of Timothy grass was removed from a 
child’s bronchus after a history and radiological 
appearance of an infiltration in his lungs of six 
months’ duration; another child had a cough and 
wheeze of three months’ duration, and a peanut 
was removed; one adult was thought to have a 
bronchogenic carcinoma because of a long standing 
atelectatic lesion in one lower lobe, but at broncho- 
scopy a piece of charcoal was removed. Another 
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man had hemophysis for thirty years, and a small 
nail was removed bronchoscopically, but it had 
always been missed on single P.A. radiological 
examinations of his chest because the foreign body 
was hidden behind the heart shadow. 

Endobronchial Tuberculosis. Three children with 
obscure, indefinite radiological findings, but with 
unexplained cough, and periodic fever were found 
to have this lesion only by bronchoscopic examina- 
tion. An adult was also bronchoscoped because of 
persistent, harassing cough, but with negative x- 
rays, and found to have multiple endobronchial 
tuberculous granulations bilaterally. 

A tracheo- or a bronchoesophageal fistula may 
rarely be the cause of an unexplained cough or 
repeated respiratory infections. 

The return of cough or hemoptysis following 
excisional pulmonary surgery will often warrant 
bronchoscopic examination, as in several instances 
irritating sutures have been found in the stump. 
One may rarely find postoperative granulations at 
the site of excision. 

Tumors are mentioned not only because they 
may be accurately localized, but their extent may 
be defined and the positive diagnosis may be made 
by biopsy, and sometimes obstruction can be re- 
lieved and infection drained, thus better preparing 
the patient for future surgery. But, I think, a more 
important investigation of tumors now is in the 
patients with suspicious lesions, where one does not 
see an endobronchial lesion. These patients are 
positioned on the operating table, the suspected 
area is irrigated with saline, the washings are col- 
lected and sent to the laboratory for examination 
for tumor cells with considerable success. Inci- 
dentally, this method is also useful in sometimes 
diagnosing tuberculosis where one is unable to 
find the organisms in ordinary sputum or gastric 
washings. 

Adenomas are sometimes found bronchoscopic- 
ally in patients with wheezes, recurrent respiratory 
obstructions or severe hemoptysis. 

A collection of uncontaminated bronchial secre- 
tions for laboratory examination for organisms, 
sensitivity tests and fungi is also invaluable. 

Preoperative aspiration of bronchial secretions 
reduces the morbidity in surgery performed both 
on the lungs and elsewhere. It is also useful post- 
operatively in patients with chronic pulmonary 
sepsis in preventing atelectasis and also in the 
treatment of postoperative atelectasis when it does 
occur. 

Patients with chronic pulmonary sepsis, respira- 
tory acidosis and cor pulmonale are being more 
actively treated with nebulized bronchodilators and 
with intermittent positive pressure breathing. This 
is often aided and abetted by bronchial aspiration. 

Bronchoscopy has been most useful in the 

diagnosis and aspiration of secretions in patients 


with acute laryngotracheobronchitis, and trache- 
otomy is more safely performed in infants and 
small children, if this done over a bronchoscope, as 
in this way an adequate airway is established while 
the tracheotomy is being performed, sometimes as 
a grave emergency. This also applies to patients 
with bulbar polio. The recent epidemics of polio- 
myelitis demonstrated the value of bronchoscopic 
aspiration either per-orally or through tracheosto- 
mies in patients that are in respirators, etc. This 
procedure is also most useful in patients that are 
unconscious for any reason, particularly automobile 
accidents. Many of these patients have aspirated 
blood or secretions and require bronchoscopy while 
unconscious. If they are likely to be unconscious 
for any length of time they should have a trache- 
otomy, as this facilitates repeated aspiration by 
catheter through the tracheotomy tube. If crusts 
form which obstruct, then the tube can be removed 
and the patient can be bronchoscoped through the 
tracheostomy opening and the crusts removed. 
Endobronchial mucosal and carinal biopsies are 
now being done in cases of undiagnosed pulmonary 
infiltrations and have proven the diagnosis, par- 
ticularly in some cases of Boeck’s Sarcoid, and 
also have given a positive diagnosis in some cases 
of malignancy and Hodgkin’s Disease or lympho- 
matous infiltrations, even though no definite ab- 
normality may be noticed endoscopically. 


Esophagology 

Perhaps the greatest advance here has been the 
endoscopic recognition of sliding hiatus hernia with 
reflux esophagitis. Although many of these cases 
are now recognized radiologically, there are still a 
great many with intermittent heartburn with or 
without dysphagia that have relatively negative 
x-rays, and have in the past been diagnosed as 
functional dyspepsia. However, at esophagoscopy, 
sliding hiatus hernias have been found in many of 
these patients and varying degrees of reflux of 
gastric contents into the esophagus, and also 
varying degrees of esophagitis often progressing to 
ulceration and stenosis. One patient had a radio- 
logical diagnosis of carcinoma at the lower end of 
the esophagus and was pensioned for this, but he 
was still alive eight years later. He was then re- 
called for reassessment and at esophagoscopy was 
found to have only a severe degree of esophagitis 
secondary to the hiatus hernia with reflux. Another 
lady, 80 years old, with a hiatus hernia, had inter- 
mittent and progressive dysphagia and heartburn 
for many years, but this improved greatly with 
simple dilatation. 

Another lady, 83 years old, was left to die with, 
what was thought to be, a carcinoma of the upper 
esophagus. At esophagoscopy she was found to 
have a web in which a piece of chicken bone had 
become lodged and caused a severe local reaction. 
Therefore, any obstructing lesion in a patient of 
any age should be esophagoscoped. 
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Non opaque foreign bodies here may also be 
missed or unsuspected. However, if the patient, 
particularly a child, suddenly has trouble swallow- 
ing saliva, one should be suspicious. It is unwise 
to give these patients barium as they may aspirate 
it into the tracheobronchial tree. If not, it has to be 
removed by the endoscopist when he esophago- 
scopes the patient. If an opaque material is neces- 
sary it is advisable to use Dionosyl or Lipiodol. 

Patients with unexplained melena or hema- 
temesis should be esophagoscoped as part of the 
investigation. Periodically, ulcerating lesions may 
be found in the esophagus. We now have had 
three patients with ectopic gastric mucosa in the 
esophagus, in which peptic ulceration occurred. 
Also esophageal varices are sometimes more easily 
demonstrated by this method. 


The early management of chemical burns of the 
esophagus is most important and too often these 
patients are neglected in the early stages. I prefer 
to start dilating them with Hurst mercury bougies 
within 48 hours of the time of ingestion of the 
chemical. I prefer to esophagoscope them early so 
that the extent of the burns can be determined and 
a better outline of treatment can be formulated and 
also a more accurate prognosis. They should be 
dilated daily at the onset, then the interval in- 
creased depending on the progress or otherwise of 
the lesions. 

Achalasia of the lower esophagus or cardio- 
spasm, as it is more commonly known, is usually 
treated satisfactorily by dilatation. This may be 
done initially with Hurst bougies and then with 
the Gabriel-Tucker pressure bag under fluoroscopic 
control, or may be done through the esophagoscope 
with the Starck dilator. 


Extent and mobility of tumors can usually be 
determined endoscopically. Occasionally one is 
fortunate enough to biopsy a benign esophageal 
tumor. 


In conclusion, then, since bronchoesophagology 
is concerned with the maintenance of the two lines 
of communication on which human life depends 
for its supplies—the air passages and the food 
passages—the importance of this branch of medi- 
cine is recognized. A short summary of its de- 
velopment has been attempted together with some 
of the recent advances in this field and some of 
the more common uses of the bronchoscope and 
esophagoscope. This is not intended to be a 
complete list of indications. If the indication to 
bronchoscope is present, particularly if it is one 
of obstruction, there is probably no real contra- 
indication unless it be cardiac or an aneurism. If 
in doubt, “Look and See.” 
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Gastroscopy 
N. D. McCreath, M.B., Ch.B., M.R.A.C.P. 
M.R.C.P. (Lond.)* 


Kussmaul in 1868 was probably the first to 
attempt gastroscopy and Mikulicz in 1881 success- 
fully visualized the interior of the stomach through 
an angulated gastroscope equipped with a minia- 
ture light bulb designed by Edison. 

In 1906 Chevalier Jackson, the true pioneer of 
the art and practice of endoscopy, began to do 
gastroscopy with a rigid, open ended ‘ube passed 
via an oesophagoscope. With this limited method 
and with the aid of an assistant manipulating the 
abdomen he made a host of interesting and remark- 
ably accurate observations. In a paper written at 
this time (Jackson, C., 1906) he remarks, ‘“Gastro- 
scopy is not simply a feat. It has a field of useful- 
ness which will increase as our skill and knowledge 
increase.” Twenty seven years later (Jackson, C., 
1933) he recalled this statement and confirmed 
that the prophecy had been fulfilled. Later still 
(Jackson, C., 1944) when writing of the use of the 
flexible gastroscope he makes it clear that the 
passage of such an instrument is not absolutely 
safe, as was so enthusiastically claimed, but was 
only as safe as the blind passage of any other in- 
strument through the oesophagus. From his great 
experience of endoscopic manipulation he was able 
to say, “Too much confidence on the part of the 
operator is the usual cause of disaster.” This un- 
fortunately is still true, so much so that Tanner 
has remarked (Tanner — personal communication) 
“Give me a man who is timid and easily dis- 
couraged and I may be able to teach him to be a 
successful gastroscopist.” 

The technical problems of gastroscopy remained 
formidable until in 1932 Rudolf Schindler and 
George Wolf produced the Wolf-Schindler flexible 
gastroscope. Various modifications followed, the 
object being to increase the range of vision, and 
finally Herman Taylor (1941) introduced a flexible 
gastroscope the tip of which carrying the lens and 
the light is under the control of the operator. This 
principle was then copied in the Eder gastroscope. 

The use of the flexible gastroscope and its 
modifications promptly increased the percentage of 
correct diagnosis of gastric ulcer and gastric carci- 
noma, provided a method of observing the results 
of treatment, added to our knowledge of gastric 
physiology and reduced the number of unnecessary 
exploratory laparotomies. (Tanner 1944). He also 
remarked that observation of the gastric mucosa 
in some of the general diseases, particularly the 
anaemias, might eventually shed light on the 
aetiology, and this, of course, has proved perfectly 
true. 

Claims to the contrary notwithstanding, the 
author’s experience confirms Taylor’s observation 


*From Department of Modems, Manitoba Clinic, 
790 on BF Street, Winnipeg 2 , Manitoba. 


(1936) that gastroscopy does not help in the assess- 
ment of operability of a gastric cancer. 

Gastroscopic biopsy under vision is now possible 
but still rather dangerous because of the larger 
diameter of the instrument. There has been con- 
siderable disagreement among pathologists regard- 
ing the interpretation of the histology of gastric 
ulcers even with the whole excised specimen avail- 
able for study. It is questionable at present whether 
a biopsy report is as valuable as the opinion of a 
trained gastroscopist who can watch the effects of 
peristalsis and generally observe the lesion in vivo. 
Clearly however when a biopsy can be taken with- 
out adding to the risk of mediastinitis the accuracy 
of diagnosis will be further improved. 

Excellent techniques, not too difficult, are now 
available for colour photography of the gastro- 
scopic image (Nelson 1958) and these techniques 
will be helpful for teaching. The promise of 
coloured television of the gastroscopic image is 
more exciting, as the behaviour of the lesion in 
relation to gastric peristalsis is a major considera- 
tion in the formulation of a final opinion as to the 
nature of the lesion. 

In May 1957 B. I. Hirschowitz et al demonstrated 
the “fiberscope” at a meeting of the American 
Gastroscopic Society. The optical system of the 
conventional flexible gastroscope is replaced in the 
“fiberscope” by bundles of glass fibres, and this in- 
strument has the supreme advantage of being com- 
pletely flexible. If the image obtained can approach 
the clarity and brilliance of the image produced by 
the Herman Taylor instrument then this instrument 
will prove of the greatest value. A claim has been 
made that a duodenal ulcer has been seen with this 
instrument and it has been forecast that ultimately 
it should be possible to examine directly the small 
bowel mucosa. 

Although technical problems have very largely 
been overcome, the gastroscope is still not used 
sufficiently, possibly because adequate training is 
a lengthy process and considerable experience is 
necessary for the correct interpretation of the 
findings. 

Indications For Gastroscopy 

1. Haematemesis and Melaena. If x-ray studies 
are negative or inconclusive early gastroscopy 
should be performed. In about 50% of cases the 
stomach is the source of the haemorrhage (Tanner 
1954), and the bleeding ulcer or tumour can usually 
be identified with certainty. The principal value 
of gastroscopy in these cases lies in the detection 
of one or more small bleeding erosions which may 
defy detection by the surgeon. 

2. Anaemia with Evidence of Chronic Haemorr- 
hage from the G. I. Tract. In a good proportion of 
these cases gastroscopy may solve the problem. 

3. Gastric Ulcer. Before deciding on the course 
of treatment to be followed the maximum informa- 
tion possible must be obtained in any case with an 


is 

al 

eS 
1s 

i- 

le 

of 

a 
e 

i- 

if 

1s 
t, 

il 

e 


The Manitoba Medical Review 


[November, 1958 


ulcerative lesion in the stomach. Gastroscopy and 
radiology together provide the most accurate in- 
formation on which to base diagnosis, prognosis 
and treatment and repeated gastroscopy is the only 
really satisfactory way of determining that healing 
of an ulcer is complete. 

4. Carcinoma of the Stomach. If carcinoma is 
proved beyond reasonable doubt, gastroscopy is 
not necessary, as the method does not help in the 
assessment of operability. But, if there is clinical 
suspicion of gastric malignancy and x-ray investi- 
gation is negative, gastroscopy is mandatory. Early 
growths, particularly in the fundus, are not too 
uncommonly found. 

5. Functional Dyspepsia. Before treating a 
patient as a functional dyspeptic, organic changes, 
particularly gastritis in its various forms, must be 
excluded. Gastroscopy offers the only satisfactory 
method of diagnosing gastritis and at the same time 
excluding unsuspected malignancy or ulceration. 

6. Stomal Ulcer. Gastroscopy can at times be 
of assistance in these cases. However, a stomal 
ulcer is often very difficult to demonstrate either 
radiologically or gastroscopically, and exploratory 
surgery is frequently indicated. 

Contraindications to Gastroscopy 

1. Thoracic Kyphosis. This is the principal 
contraindication. The examination may be at- 
tempted with delicacy and great care in a moder- 
ately kyphotic patient, but, if there is any difficulty 
in the passage of the instrument, the attempt 
must be abandoned promptly. Leakage from the 
oesophagus and subsequent mediastinitis is a seri- 
ous complication. 

2. Clinical Suspicion of Disease of the Oesopha- 
gus. A history of heartburn or dysphagia would 
call for preliminary oesophagoscopy. Even the 
most experienced gastroscopist always prefers a 
preliminary barium swallow. It this has not been 
done then oesophagoscopy must be performed be- 
fore gastroscopy. 

Benedict (1947) has remarked that gastroscopy 
should bear the same relationship to gastro- 
enterology as cystoscopy bears to urology. It is 
instructive however to recall that all the technical 
problems of cystoscopy had largely been solved 
a full thirty years before the method found general] 
acceptance. Nevertheless, the cystoscope eventu- 
ally became an indispensable tool in the investiga- 
tion of urological problems, and the gastroscope is 
rapidly becoming indispensable for the adequate 
investigation of dyspepsia. 
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The Indications and Technique of 
Sigmoidoscopy 


P. H. T. Thorlakson, M.D. 
Department of Surgery, Winnipeg Clinic 

The late Dr. E. S. Moorhead, physician to the 
Winnipeg General Hospital, told the following story 
about an early experience in medical practice. 
Having graduated from Dublin Medical School in 
1901 he took over his father’s practice for a short 
period. On one of his rounds he called upon an 
elderly, male patient. During the course of the 
physical examination he performed a digital rectal 
examination. To this the elderly man made a 
vehement protest, “Look here young man, your 
father has attended me these many years and did 
not need to resort to all this new-fangled nonsense. 
He could always tell what was the matter with me 
by simply looking at my tongue.” 


Before the days when rubber gloves were 
standard equipment in the doctor’s office and even 
long after this convenience was in general use a 
rectal examination was not performed as often or 
as routinely as it is done today. Sigmoidoscopy 
was rarely performed by the practitioner. Some 
earlier published reports on the surgical treatment 
of carcinoma of the rectum stated that no less 
than 30% of the patients had a haemorrhoidectomy 
performed within 6 months prior to the discovery 
of the rectal cancer. 


Today a digital rectal examination is part of 
every complete physical examination. A sig- 
moidoscopy should be performed on every patient 
with rectal bleeding, change in bowe! habit, lower 
abdominal pain or dyspepsia that has not been 
adequately explained. A patient with cancer of 
the bowel may present himself first with symptoms 
of indigestion. Fifty percent of cancer of the large 
bowel are within reach of the finger and seventy- 
five percent of adenomata and cancers of the large 
bowel are within reach of the sigmoidoscope. 


Most, if not all, cancers are superimposed on a 
pre-existing innocent adenoma or polyp. This 
pre-malignant lesion can be biopsied and removed 
through the proctoscope, and thereby prevent the 
development of malignancy or the necessity of a 
subsequent major operative procedure. For practi- 
cal purposes therefore cancer of the large bowel, 
within reach of the sigmoidoscope, is considered a 
preventable disease. 


May I illustrate this point. Some years ago a 
recent graduate was examining a patient who was 
suffering from herpes zoster involving the lower 
chest wall. In spite of the obvious nature of 
the patient’s complaint he carried out a complete 
physical including a rectal examination. At the 
tip of his finger he felt a small nodule. Later in 
the day we performed a sigmoidoscopy and took 
biopsies of two small tumors, one of which was a 


( 
i 
] 
] 
i 
i 
| 
| 
| 
' 


November, 1958] 


The Manitoba Medical Review 607 


little beyond the reach of the finger. Both tumors 
were, apparently encompassed by the biopsy for- 
ceps. The patient was given a re-appointment in 
a few days but disappeared from the city. He 
returned eight weeks later. The pathologist had 
reported that the lower tumor was an innocent 
adenoma whereas the higher tumor was a low 
grade adenocarcinoma. Re-sigmoidoscopy on the 
day of return without prior preparation revealed 
that the area at the site of the lower lesion had 
healed whereas there was a small persistent ulcer 
at the site where the higher lesion had been 
removed. He was:admitted to hospital for a con- 
firmatory biopsy and immediate wide fulguration 
of the lesion. This patient was followed for 11 
years without recurrence of his carcinoma or, what 
is equally important, the development of a second 
primary adenocarcinoma of the rectum or colon. 
By this early examination, diagnosis and wide local 
treatment he was saved a later abdomino-perineal 
excision and permanent colostomy. 


Obviously, one can not perform a routine sig- 
moidoscopic examination on all patients. However, 
it should never be omitted in any patient with 
rectal or intestinal complaints. All patients whose 
family history reveals a relative who has had an 
adenoma or cancer of the large bowel should be 
scoped. No patient should have injection or surgi- 
cal treatment of haemorrhoids without a prior 
sigmoidoscopy. The finding of adenomata in the 
rectum or lower sigmoid should always be followed 
by a barium enema, preferably a double contrast 
enema. Over 25% of carcinoma of the large bowel 
also have concomitant innocent adenomata near 
the main lesion or in another part of the colon. 
No health examination in a male patient over 40 
years is complete or adequate unless a sigmoido- 
scopy is performed. From five to eight percent 
will show adenomata. The removal of these lesions 
through the sigmoidoscope represents the most 
important single step in our efforts to reduce the 
incidence, the morbidity and mortality from cancer 
of the bowel. 

Patients who have been operated upon for 
carcinoma of the colon or had an anterior resection 
for carcinoma of the recto-sigmoid should be 
checked every three months for two years, every 
six months for three years and then yearly. The 
main reason for this close follow-up is the fact that 
up to 7.4% or more of the patients cured of one 
cancer of the bowel will develop a new independent 
cancer, which likewise can be cured if discovered 
early. Another reason is that local implantation 
of cancer at the site of the anastomosis or in the 
operative wound (both fortunately rare except in 
low anterior resections) can on occasion be treated 
by further wide surgical removal. 

As over 90% of cases of ulcerative colitis origin- 
ate in the rectum the diagnosis should be made 


early in the course of the disease. In the acute 
stage the examination should be gentle and limi- 
ted to the examination of the rectal mucosa. 
Perforation of the bowel during passage of the 
instrument has been reported. Inflation with air 
is definitely contra-indicated and dangerous. The 
diffuse haemorrhagic mucosa with superficial ulcer- 
ation accompanied by the passage of blood, pus 
and mucosa is characteristic. The discrete oval 
lesions of amoebic dysentery with healthy inter- 
vening mucosa, presents no problem in differentia! 
diagnosis unless the lesion is complicated by secon- 
dary infected and diffuse proctitis. 


Tuberculous ulceration of the rectum rarely 
occurs, except as a terminal manifestation of the 
disease. 

Two cases of carcinoid tumors of the rectum 
occurred in our series. Endometriomata involving 
the anterior wall of the upper rectum rarely pre- 
sent a diagnostic difficulty. The history, the pelvic 
examination and the intact mucosa overlying the 
tumor establishes the diagnosis. 


The Technique of Sigmoidoscopy 

Providing that the initial digital examination 
has revealed a reasonably empty rectum the sig- 
moidoscopy should be performed if possible on 
the first visit. In the majority of patients no 
preparation is required. The most satisfactory 
examinations can often be on the bowel that has 
not been disturbed or irritated by either a cleansing 
enema or a strong laxative. Purgation is often 
attended by severe spasm at the recto-sigmoid 
preventing complete passage of the scope. Liquid 
faeces and mucus are more troublesome than a 
small pellet of stool in the rectum. If for one 
reason or another sigmoidoscopy can not be 
accomplished on the first visit, the patient is in- 
structed to take a warm plain water enema (never 
a soap sud or other irritating enema) before 9 
o’clock in the morning and report early in the 
the afternoon for the examination. Five to six 
hours should elapse between the enema and the 
examination. This interval allows for the absorption 
of any retained fluid as suction is a convenience 
which is not always available. 


The patient is placed in the knee-chest position. 
Never allow the patient to assume the knee-elbow 
position. The knees are kept at the right angle to 
the surface of the table, the chest rests on a pillow, 
the head is turned to the left, and the patient leans 
down on his left shoulder with his back arched 
towards the table as much as possible. This is, 
of course, easy for a young supple patient. When 
the examination is being done on a narrow examin- 
ing table a drawer or a board can be drawn out 
near the head end upon which the patient can 
place the hands for support. In an elderly patient 
with a rigid, kyphotic spine it is often impossible 
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to obtain the optimum relaxation. In debilitated 
patients the examination is performed in the left 
lateral Sims’ position with the hips elevated on 
a firm pillow. A special sigmoidoscopy table is 
available but is too expensive unless in constant 
use. 


Sigmoidoscopy should always be preceded by a 
digital and an anoscopic examination. Whenever 
the scope is passed at a subsequent appointment 
a well lubricated finger should be inserted first 
to relieve anal spasm. The lubricated instrument, 
with its obturator in place, is first passed upwards 
and forwards for 1% inches through the anal canal 
and then gently directed backwards and upwards 
into the rectum proper. Upon the slightest re- 
sistance the obturator is removed and its further 
advance carried out by direct vision into the lumen 
of the bowel. The use of the air inflation bulb is 
not necessary or helpful in the large majority of 
the patients. 

In patients, without a history of previous pelvic 
disease or surgery the rigid instrument can be 
passed into the flexible and free lower sigmoid 
without pain or undue discomfort. The most im- 
portant and thorough part of the examination is 
carried out on the withdrawal of the instrument 
and the area behind the valves is carefully checked. 
Insertion is to gain length. Withdrawal is to 
examine the bowel. 


As in any other type of physical examination 
one must, by repeated practice, be thoroughly 
familiar with the normal or slight variation of 
normal before one can be competent to pass an 
opinion on a diseased organ. If we add up the 
sum total of all our physical examinations, labora- 
tory tests and x-rays, we will find a preponderance 
of negative or normal findings in direct proportion 
to the thoroughness of our investigation. Nothing 
should be more gratifying than to be able to assure 
a patient that a symptom is not due to a demon- 
strable serious organic disease. It is difficult to 
state the exact balance between an attitude which 
leads to superficial incomplete investigation or to 
the other extreme of making unnecessary expen- 
sive and complicated investigations. The wise 
physician can always make the correct decision. 
Most of us need more wisdom. While we continue 
to strive towards this ultimate degree of perfection 
where no important symptom or sign will elude 
us, or no unnecessary tests ordered, we must con- 
tinue to investigate every suspicious complaint. As 
part of his diagnostic equipment the physician and 
surgeon should have a sigmoidoscope as readily 
available as a vaginal speculum, a sphygmomano- 
meter or a stethoscope. 


Endoscopy and Urology 
Earl K. Vann, M.D., F.R.C.S. (C) 
Historical Note 
The cystoscope is the foundation of modern 
urology. Before its discovery, consideration of uro- 
logic diseases was largely a matter of speculation. 


The first recorded serious attempt t' inspect the 
interior of the urethra and bladder was made by 
Bozzini of Frankfurt in 1806. Using a metal tube 
and a crude lighting apparatus of tallow candles, 
Bozzini made the great beginning which has ended 
in the perfection of modern cystology and endo- 
scopic surgery. 

In 1806 Segallas improved the crude instruments 
of Buzzini, but it was not until 1853 that Desor- 
meaux brought out the first practical endoscope by 
means of a tube, a lamp and intervening reflectors. 
With this instrument he diagnosed and treated 
urethritis, carried out internal urethrotomy under 
the guidance of the eye, and removed a papilloma 
from the urethra. 

In 1861 Bruck took advantage of the progress 
made in electricity to design an instrument lighted 
with a platinum loop heated by an electric current 
to view the interior of the bladder. Nitze improved 
the water cooling system and working with Leiter 
of Vienna, who developed the lens system, made 
the first real advances toward modern cystoscopy. 

In 1879 Edison invented the electric lamp. 
Newman and Mayo-Robson of Glasgow made use 
of a minute Edison lamp to view the inside of 
the bladder. Two years later Nitze perfected a 
cystoscope using a small electric lamp and a tele- 
scopic lens system which was the prototype of the 
modern cystoscope. Since that time numerous re- 
finements and accessories have been added which 
have greatly enhanced the scope and refinement 
of both diagnosis and endoscopic surgery. 

Many ingenious attempts have been made to 


carry out endoscopic surgery, but it was the com- 


bined efforts of Stern, McCarthy and Wappler, 
which led to the development of the modern re- 
sectoscope, thus making possible the endoscopic 
resection of prostatic and bladder neck obstruc- 
tions along with resection and fulguration of 
bladder tumors. 

The cystoscope that is most commonly used for 
routine bladder inspection and diagnosis is that of 
the Brown-Buerger type, usually 21.F or 24.F in 
calibre. This instrument gives a field of vision at 
right angles to the instrument. The Foroblique 
lens system is used mainly in assessing bladder 
necks, posterior urethras, prostatic pathology and 
urethral examinations. This instrument gives a 
field of vision which is forward with a deflection 
of twenty-seven degrees from the axis of the tele- 
scope. Smaller versions of the adult instruments 
are adopted for use in pediatric urology. 
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Anaesthesia 

The need for adequate anaesthesia is obvious. 
Local instillation of freshly prepared 1% Cocaine 
hydrochloride is usually satisfactory. Pontocaine 
(2.0%) and some anaesthetic water soluble jellies 
are also adequate. General anaesthesia is often 
necessary. The examination must never be hurried 
or inadequate, and frequently general anaesthesia 
is the only way one can obtain adequate patient 
cooperation. 

Indications for Cystoscopy 

These are numerous, and no doubt any list will 
fail to include all of them. 

Cystoscopy seems indicated for the following 
purposes: 

1. To determine the source of hematuria. 

2. To determine the source of pyuria. 

3. To assess the cause of persistent symptoms 
such as frequency, urgency, nocturia and dyuria, 
etc. 

4. To catheterize the ureters for collection of 
kidney urines and pyelography. 

5. To take biopsy specimens from suspected 
intravesical lesions. 

6. To treat lesions within the bladder or neck 
of the bladder. 

7. To determine the cause of failure of medical 
therapy. 

The contraindications to cystoscopy are few. 
Perhaps the most important ones are: 

1. Advanced renal insufficiency which can be 
improved by appropriate therapy before cystoscopy 
is attempted. 

2. Acute specific urethritis. 

3. Severe prostrating illness due to acute dis- 
ease of organs other than those of the urogenital 
tract. 

It is obviously of great importance to be able 
to recognize the normal and its variants as well as 
congenital, anatomical and pathological abnormali- 
ties. The most skilled urologist can be handicapped 
by unexpected difficulties. If an unsatisfactory 
examination is obtained initially, the examination 
should be repeated again in a few days after suit- 
able treatment and preparation. 

The bladder neck and posterior urethra in the 
male must be inspected carefully. This is best done 
through a panendoscope or a urethroscope employ- 
ing a foroblique lens system. Examination of the 
prostatic sinuses, verumontanum, and ejaculatory 
ducts openings is quite easily done. Careful in- 
spection of the bladder neck and posterior urethra 
to exclude congenital malformations such as pos- 
terior urethral valves in children presenting with 
obstructive lesions of the lower urinary tract is of 
primary importance. 

Operative Cystoscopy 

This may be discussed under two main headings: 

1. that performed for conditions within the ureter, 


2. that performed for conditions within the bladder 
and urethra. 

1. Ureteral Strictures and Stones are the two 
conditions most frequently requiring treatment. 
Strictures may be dilated by passing ureteral cathe- 
ters or bougies cystoscopically. Ureteral meatotomy 
and incision of ureterocoele formation is a simple 
and usually extremely satisfactory procedure when 
indicated. 

Numerous cystoscopic instruments have been 
devised for removal of ureteral stones. Probably 
the most useful is the Johnson stone basket or one 
of its modifications. It is unwise however to try 
and remove stones that are too large, or stones 
lying above the level of the pelvic brim. The 
presence of urinary tract infection may also contra- 
indicate any manipulative attempts. 

2. Bladder Conditions. Vesical calculi requiring 
crushing or removal are quite rare in the female, 
but when present are much easier than in the male. 
Both visual and non-visual lithotrites are available. 
The visual Hendrickson lithotrite employing a 
foroblique lens system is the most efficient instru- 
ment for stones up to 2.0 cms. in diameter. 

Most bladder tumors may be easily biopsied, 
resected and fulgurated under visual control. Im- 
plantation of sources of radiation into the tumor 
base and bladder wall may also be done cystoscopi- 
cally. The development of high frequency cutting 
end coagulating electric current has added greatly 
to our cystoscopic armamentarium. Removal of 
bladder foreign bodies can frequently be carried 
out with cystoscopic instruments. On one occasion I 
removed a fountain pen in an individual with a 
limited cerebrum but a very adequate urethra 
using a Lowsley forceps. 

The many gradual refinements in lens systems, 
the development of high frequency currents and 
irrigating systems have all been integrated in our 
modern resectoscope. Trans-urethral resection 
offers the patient relief of the obstructing lesion 
in cases of bladder neck obstruction, median bar 
formation, carcinoma of the prostate, fibrous pro- 
static contracture, and adenomatous glands of 
moderate size. Many elderly patients which may 
otherwise be considered as poor surgical risks can 
be given complete relief of their obstructive disease 
by trans-urethral resection with suitable anaes- 
thesia (usually low spinal). These patients may 
otherwise be condemned to permanent artificial 
bladder drainage either by indwelling catheter or 
suprapubic drainage. The disadvantage and haz- 
ards of these methods are obvious. 

Alvarez writes “The trans-urethral prostatectomy 
has done more to relieve human suffering in this 
century than any other single surgical procedure.” 
This of course has been possible only through 
refinements in endoscopic instruments and tech- 
niques, a better understanding of physiology and 
advances in anaesthesia. 
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Culdoscopy 
W. J. Friesen, M.D., F.R.C.S. (C)* 


Of the various types of endoscopy in common 
use today, culdoscopy is among the most recent to 
have been developed as a practical diagnostic 
instrument. Some specialties, notably that of 
urology, have enjoyed the advantages of endo- 
scopy for more than half a century. Twenty-two 
years after Nitze introduced the first practical 
cystoscope, Kelling used this instrument to inspect 
the peritoneal cavity. There followed sporadic 
interest in peritoneoscopy until Ruddock!, in 1939, 
reported on 900 peritoneoscopic examinations and 
demonstrated the value of endoscopy of the abdo- 
men and pelvis. His great success was largely due 
to the use of artificial pneumoperitoneum. In the 
meantime attempts at transvaginal endoscopy of 
the pelvis remained unsatisfactory until Decker 
and Cherry? in 1944, conceived the brilliant idea of 
performing this examination with the patient in 
the knee-chest position. In this position, when the 
trocar is removed from the cannula, air rushes into 
the peritoneal cavity resulting in a pneumoperi- 
toneum. The bowel, no longer held by negative 
pressure, falls out of the pelvis towards the dia- 
phragm leaving an unobstructed view of the 
adnexa. 

Strangely, in the succeeding years, culdoscopy 
has been relatively slow in gaining the widespread 
acceptance that one might have expected. Never- 
theless, an increasing number of reports on large 
series of culdoscopies? 4 serves to attest to the un- 
doubted value of this type of endoscopy. The 
present series of 73 culdoscopies, small in compari- 
son, represents the experience with this procedure 
at the Winnipeg General Hospital to date. 


Indications 

The reasons for performing culdoscopy in this 
series are listed in Table 1. In the majority of 
cases, the indications were clearly evident; in 
others they tended to overlap so that classification 
had to be somewhat arbitrary. In such instances, 
the classification was determined by what seemed 
to be the predominating indication. 


Table I 
Indications: No. 
Suspected ectopic pregnancy 32 
To Sotermine nature 
Unexplained pelvic or abdominal pain —....___. 17 


Abnormal uterine bleeding 
Suspected tuberculous salpingitis 
To rule out malignant disease 
Infertility investigation 
Suspected endometriosis 
Part of endocrine investigation — 


Total 


3 | 


Ectopic pregnancy. Excluding the 5 failures to 
enter the cul-de-sac, culdoscopy was performed 27 
times, yet ectopic pregnancy was diagnosed in only 


*Dept. of Obstetrics & rs ». Manitoba Clinic, 
790 Sh “a 


erbrook Street, Winnipeg 2 


4 instances. In an additional 3 cases the diagnosis 
was left in doubt until a laparotomy was done. 
However, most of these cases were difficult diag- 
nostic problems which could only have been solved 
by laparotomy or anxious, prolonged observation. 
Some cases done in the early part of this series 
undoubtedly were unsuccessful due to lack of ex- 
perience. Indeed, in several no abnormalities were 
detected, but, because one tube could not be clearly 
visualized, a laparotomy was done and the usual 
culdoscopic findings confirmed. 
Table II 
Suspected Ectopic Pregnancy 
Findings: No. 
Inconclusive (subsequent laparotomy) —— 8 


Ectopic 3 
Acute salpin vis 
1 


Failure to enter cul-de-sac 
Total 


Haemorrhage from a ruptured corpus luteum or 
cystic follicle is often difficult to differentiate from 
ectopic pregnancy by culdoscopy, as well as clini- 
cally. Only two cases of this type occurred in this 
series while at the same time there were many 
others where laparotomy was proceeded with 
directly. In some of them an accurate diagnosis 
could have been achieved by culdoscopy and lapar- 
otomy avoided, provided that the bleeding was not 
excessive. 


Culdoscopy is not indicated in cases of ectopic 
pregnancy who manifest the classical signs and 
symptoms and who may be on the verge of vascu- 
lar collapse. Its purpose is, rather, to rule out or 
establish the diagnosis quickly in perplexing cases. 


Pelvic Mass 

In many instances culdoscopy proved of great 
value in determining the nature of a borderline 
mass. The following is a case in point: A married 
woman of 21 presented herself at the Gynaeco- 
logical Out-Patient Department complaining of 
lower abdominal pain and distension, dyspareunia 
and irregular menstruation. Pelvic examination 
revealed a cystic mass in the right adnexa, ap- 
proximately 5 cm. in diameter. The utero-sacral 
ligaments were indurated and tender. The cyst 
was thought to be a distended follicle consistent 
with the history of irregular menstruation. Because 
it was borderline in size, and possibly associated 
with endometriosis, it was decided to perform 
culdoscopy. The cyst was a serous papillary 
cystadenocarcinoma, easily recognizable as such 
through the telescope. While some might have 


performed laparotomy in this case without delay, 


most would have elected to keep the patient under 
observation since there was no apparent urgency. 


Ectopic pregnancy, proved 

Ruptured corpus luteum 

Chronic PID, unilateral mass 
22 
—= 
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More frequently, of course, the results were not 
as dramatic, although still rewarding. A patient of 
42 had an adnexal mass in the pelvis which could 
not be distinguished clearly from a fibroid of the 
uterus. Culdoscopy revealed a subserous fibroid. 
In a younger woman establishing such a precise 
diagnosis is not as critical a matter as it was in 
this case, where an adnexal mass might have grave 
significance. 

Table III 
Nature of Pelvic Mass 

Findings: No. 

Normal pelvis 1 
Fibroid of uterus 2 
Adhesions 2 
Neoplastic Ovarian Cysts 2 

Benign 


Malignant 
Cystic follicle Ltn 
onic tubo-ovarian absce 1 
Failure to enter cul-de-sac 3 
12 


Total 


Unexplained Pain 

Of the 17 cases in this group, 13 were proven to 
have a normal pelvis. This might suggest a rather 
uncritical application of culdoscopy to the problem 
of unexplained pelvic pain. In fact, many of these 
patients had been under prolonged periods of ob- 
servation both within and outside the hospital. Not 
a few had had previous laparotomies which served 
only to enhance the problem. Others were under 
psychiatric care. In all there was some doubt as 
to the exact status of the pelvis. While the com- 
moner error in the management of these cases is 
ill-advised surgery, the other occasional mistake 
is the withholding of surgical treatment, due to a 
lack of positive pelvic findings, when it would 
clearly be of benefit to the patient. In this series 
no such cases were found, but they nevertheless 
occur. 
Miscellaneous Indications 

In larger published series the indications listed 
in table IV would demand individual consideration, 
something not justified by the small numbers avail- 
able so far. Culdoscopy can make a useful contri- 
bution in the investigation of certain cases of 
infertility. The hysterosalpingogram in the one 
case of infertility in this group, showed closure of 
both tubes at the cornual ends. At culdoscopy both 
fimbriated ends were seen to be sealed, while the 
remaining portions were covered with adhesions. 
In these circumstances it was possible to spare the 
patient a laparotomy in the certain knowledge 
that it would have been useless to attempt any 
tubal plastic procedure designed to restore patency. 

One patient had a node in the groin which 
proved to be due to metastatic adenocarcinoma. 
The indications were that the primary site might 
well be in the ovaries. By means of endoscopy, the 
pelvis was found to be normal and the patient 
spared an exploratory laparotomy. 

Polycystic disease of the ovaries can be difficult 
to diagnose at times if the ovaries cannot be inspec- 


ted directly. One 20 year old patient who had had 
bilateral wedge resections of the ovaries 6 months 
previously, now again had amenorrhoea. Because 
she was very obese, it was impossible to palpate 
the ovaries, even under anaesthesia. Culdoscopy 
was complicated by the unusual length and nar- 
rowness of the vagina, but one ovary was clearly 
seen to be considerably enlarged with multiple 
cysts. 
Failures 

Some of the failures in this series must be 
qualified in that, while the cul-de-sac was success- 
fully entered, the findings were inconclusive. This, 
as has already been stated, can in part be attributed 
to lack of experience and should happen less often 
in future. Further, it is not always absolutely 
necessary to visualize the adnexa completely in 
order to derive useful information. Culdoscopy in 
this regard is somewhat analogous to the common 
failure to palpate the ovaries on pelvic examination 
yet making the reasonable assumption that they 
are normal. In 9 instances there was complete 
failure to enter the cul-de-sac, 5 of them due to 
pelvic adhesions, which is the common experience. 
In retrospect, even some of these cases cannot be 
regarded as total failures for they have shown that 
unsuspected pathology may be present, when the 
culdoscope cannot be passed successfully. 


Contra-Indications 

The main contra-indications to culdoscopy are 
a fixed mass in the pelvis and inability to assume 
the knee-chest position. In the presence of a mass 
or adhesions, the spherical dome formed in the 
posterior fornix by the knee-chest position becomes 
irregular in outline, and, when this occurs, it should 
provide a clue to possible difficulties. Occasionally 
cardiac, pulmonary or orthopedic disease may 
make it impossible for the patient to assume 
the knee-chest position. Of course the operation 
should never be attempted in the presence of acute 
vaginitis. 

Complications 

Potentially serious complications were only 2 
in number: retroperitoneal emphysema which sub- 
sided in about 24 hours in one case, and perforation 
of the rectum in the other. Puncture of the rectum 
has been reported in at least 60 cases without any 
serious complications so far. Nor did any ensue 
in the present case. In the majority of cases, no 
effort was made to repair the defect, indicating 
that this is likely the best management. 

In no instance did bleeding or infection occur. 
Retained air is quite common and can cause con- 
siderable discomfort for about 24 hours. However, 
this can largely be avoided by removing the can- 
nula only after the patient has been placed in the 
prone position and all possible air expressed. 

Anaesthesia 

It is somewhat unfortunate that performing 

culdoscopy under local anaesthesia has not met 
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with more success. If it were just a matter of 
anaesthetising the site of puncture there would be 
no problem. Frequently, the telescope has to be 
manipulated over a wide range and this causes 
pain in other areas such as the introitus. Further, 
the patient tenses the abdominal wall so that it 
becomes difficult to compress it when this is neces- 
sary to bring the various structures into view. On 
the other hand Decker* and Abarbanel® among 
others, have reported large series done under local 
anaesthesia with good results. 

Fortunately, pentothal and gas, coupled with 
endotracheal intubation has proven very satisfac- 
tory and is widely used. This complicates the 
procedure somewhat, for it requires the services 
of an anaesthetist and means that the patient has 
to be hospitalized for at least 12 hours and possibly 
more. Spinal and caudal anaesthetics offer no 
special advantages from this standpoint and were 
rarely used. 

Conclusions 

Much has been said about the ease and simplicity 
of performing culdoscopy. To a large extent this 
is justified, but there are many subleties of in- 
terpretation and manipulation that can only be 
acquired by considerable experience and practice. 

One question that might well arise is: why 
not, when the patient is fully anaesthetised, do a 


colpotomy? Unquestionably, the two procedures 
have overlapping indications, particularly in deal- 
ing with ectopic pregnancies. Not only can the 
diagnosis frequently be made by colpotomy, but 
the necessary surgery performed at the same time. 
For one not experienced with culdoscopy, this 
would appear to be an unassailable argument. 
However, culdoscopy, once sufficient practice has 
been acquired, can generally be done more rapidly. 
Further, there are occasions when adnexal ad- 
hesions are of such a nature that they make 
delivery of the adnexa for inspection impos- 
sible, whereas they are clearly visible through the 
culdoscope. 

Culdoscopy is not intended to supplant the 
traditional methods of clinical investigation, but 
to serve as an extremely useful adjunct in the 
management of certain difficult diagnostic prob- 
lems in gynaecology. 
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Bronchogenic Carcinoma 
J. M. Kagan, M.D., F.R.C.S. (C) 


My purpose in presenting this paper is to 
refresh your knowledge of the subject of bron- 
chogenic carcinoma. In 1933, Graham performed 
the first successful pneumonectomy for broncho- 
genic carcinoma. The tumor resected was a 
squamous cell carcinoma and among the lymph 
nodes removed with the specimen, two contained 
metastatic carcinoma. The patient, a physician 
from Philadelphia was alive twenty years after 
the operation. 

The incidence of carcinoma of the lung appears 
to be increasing more than of any other cancer in 
the body. In 1920 lung carcinoma represented 1.1 
percent of all cancers in the United States; in 
1930, 2.2 percent; and in 1948, 8.3 percent. Some 
authors6 7 have predicted an increase to 18 percent 
of all cancers in approximately twenty years hence, 
that is, an incidence of one in every five. Approxi- 
mately 85 to 90 percent of bronchogenic carcinomas 
occur in males. The peak incidence is around the 
age of 55; and contrary to the trend in other car- 
cinomas, a study of the statistics shows that the 
peak incidence of bronchogenic carcinoma has a 


Paper presented at Victoria Hospital to Medical Staff on 
June 15, 1958. 


tendency to appear at an earlier age. The in- 
creased incidence of bronchogenic carcinoma is 
probably due to the increased prevalence of cigar- 
ette smoking. 

Graham’ reported that twelve statistical studies 
have suggested an etiologic relation between heavy 
smoking of cigarettes and epidermoid carcinoma of 
the lung, and that no study has been reported that 
does not show this relation. In order to demonstrate 
the presence of carcinogenic agents in tobacco 
smoke, Wynder and Graham}? constructed a robot 
smoking machine which smoked 24 cigarettes at a 
time. The smoke was collected, cooled and the 
tar residue applied to the shaven backs of mice 
three times weekly. At the end of 8 months one 
benign tumor appeared; at the end of one year one 
animal had carcinoma; at the end of two years 44 
percent had carcinoma. Studies of the bronchial 
mucosa in people who died of causes other than 
bronchogenic carcinoma often showed metaplastic 
changes in the bronchi of heavy smokers; changes 
compatible with pre-cancerous lesions which were 
not found in the bronchial mucosa of people of 
similar ages who were non-smokers?. 

Histology 

Histologically bronchogenic carcinoma is divided 
into three groups. The most frequent type is 
the epidermoid carcinoma representing the largest 
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group in the males; approximately 50%. The un- 
differentiated group represent approximately 30%; 
and the adenocarcinomas, 20%. Willis emphasizes 
the fact that these subdivisions are not clear-cut; 
the degree of differentiation of a tumor may vary 
in sections taken from different areas of the same 
tumor. 

Bronchogenic carcinoma is usually located in 
the lobar bronchus. In one series’, the main stem 
bronchus was involved in 4%; the lobar bronchus, 
in 63%; the peripheral bronchial ramifications in 
33%. The right lung and the upper lobes of the 
lungs appear to be involved in slightly more than 
50% of instances. 

Clinical Manifestations 

There is no classical pattern to the symptoma- 
tology of bronchogenic carcinoma. Usually no 
noticeable symptoms appear until the lesion has 
reached a considerable size. The most frequent 
symptom is an irritative cough, often nocturnal, ac- 
companied by varied, increasing amounts of mucoid 
expectoration. Because all excessive smokers have 
a cough, this symptom is liable to be disregarded. 
Hemoptysis in a man who smokes and is over 40 


The above illustration shows the presence of a thoracic 
inlet tumor. 


1 
Figure 1 in the upper right shows the soft tissue mass in 


the supraclavicular region which is difficult to demonstrate 
by means of this photograph. 


2 
Figure 2 on the weg shows the superior sulcus 
tumor by means of a tomogram. 


Figures 3 and 4 
Figures 3 and 4 in the lower t and left demonstrate 
the narrowing of the intervertebral disc space at the 
C5-C6 level which led to a delay in correct diagnosis. 


demands an investigation to confirm or exclude the 
diagnosis of carcinoma. Repeated attacks of ob- 
structive pneumonitis occur in over 50% of cases. 
Other symptoms include pain, wheezing and weight 
loss. 

The accompanying illustration demonstrates the 
roentgenographic appearance of a superior sulcus 
tumor. This is the lesion which produces the syn- 
drome described by Pancoast in 1924. It invades 
the lower nerve roots of the brachial plexus and 
the sympathetic cervical chain to produce pain 
radiating along the inner or ulnar aspect of the 
arm and back of the shoulder, Horner’s syndrome, 
atrophy of the intrinsic muscles of the hand, and, 
in the later stages, erosion of the adjacent ribs. 
The patient in this illustration complained of pain 
in the shoulder and arm when he visited the doctor 
for the first time. Because of the narrowing of 
the C,-C, intervertebral space, he was diagnosed 
to have a herniated cervical disc. It was almost 
two months later, when a supraclavicular mass 
appeared clinically, that the true nature of his 
illness was discovered. 

Diagnosis 

The diagnosis of cancer of the lung presents no 
difficulty, if the possibility of its existence is con- 
sidered. A definitive diagnosis can be made in 
approximately 80% of cases through the use of 
roentgenography, bronchoscopy, and cytological 
examination. In the remaining 20% an exploratory 
thoracotomy is required, if the patient has a pos- 
sible carcinoma. 

The routine roentgenogram performed on a 
patient suspected of having a bronchogenic car- 
cinoma will detect a lesion large enough to cast a 
shadow. Occasionally, though too small to cast a 
shadow, an early lesion, by producing an incom- 
plete bronchial obstruction may be demonstrated 
by the appearance of segmental or lobar emphy- 
sema on an expiration film. Other lesions, though 
not clearly delimited themselves, may be suspected 
by the secondary changes they produce; namely, 
atelectasis, obstructive pneumonitis, lung abscess 
and pleural effusion. Sometimes, a lesion will be 
found to cast a shadow on a routine x-ray of the 
chest with no accompanying clinical symptoms—a 
silent lesion. The incidence of carcinoma found 
among silent lesions has been approximately 30 to 
50 percent. 

Bronchoscopy can provide a positive diagnosis 
of carcinoma through biopsy of the lesion. The 
incidence of positive biopsy runs about 33%1.7. 
Lesions in the peripheral segmental bronchi and 
in the upper lobe bronchi are inaccessible for 
biopsy. Bronchoscopy can also provide informa- 
tion regarding the appearance and location of the 
lesion, the degree of mobility of the main stem 
bronchus, and the appearance of the carina. Rabin 
et al® have recommended paracarinal biopsy where 
carcinoma is present in order to demonstrate or 
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exclude submucosal spread of the lesion in the 
region of the carina. 

Cytological examination of bronchial washings 
aspirated through a bronchoscope has been repor- 
ted to give a positive diagnosis of bronchogenic 
carcinoma in 68 percent of instances’. 

Other methods of obtaining a positive diagnosis 
include biopsy of the fat-pad of the scalenus anti- 
cus. This diagnostic measure was first reported 
by A. C. Daniels in 1949. It may be used in the 
presence of palpable supraclavicular lymph nodes 
to demonstrate the presence of metastatic tumor 
and consequently a contra-indication for curative 
resection; or it may be used when no supraclavicu- 
lar lymph nodes are palpable before an exploratory 
thoracotomy is performed when the above diag- 
nostic measures have failed to provide a positive 
diagnosis of a lesion demonstrated by roentgen- 
ography. Because of the anatomy of the lymph 
drainage of the lungs the scalene fat-pad biopsy 
when nodes are not palpable, is performed on the 
right side except when the lesion is found in the 
upper third of the left lung?®. 

Surgical exploration in order to make a positive 
diagnosis of a lesion demonstrated by x-ray is 
necessary in the 20 percent of instances in which 
a pre-operative diagnosis is impossible. At the 
time of thoracotomy a biopsy and frozen section 
examination of the lesion is performed immedi- 
atey. The lesion, if peripheral, may be simply 
biopsied or removed by wedge resection. In other 
instances a segmental resection or lobotomy may 
be performed for biopsy purposes. If the lesion 
proves to be carcinoma a radical pneumonectomy 
with en bloc resection of all the mediastinal nodes 
should be done. 

Treatment 

Radiation, nitrogen mustard, and steroids are 
Palliative forms of treatment and are helpful for 
inoperable or recurrent carcinoma*. Radiation of 
an oat-cell carcinoma may produce a clear chest 
on roentgenography for periods of 6 to 24 months!2. 
Mediastinal recurrence after surgery, or painful 
metastatic lesions may be treated palliatively by 
radiation. 

The only curative treatment of bronchogenic 
carcinoma is surgical extirpation. Pneumonectomy 
with en bloc resection of mediastinal nodes is the 
procedure of choice. Lobectomy, though reported 
to give results comparable to that of pneumonec- 
tomy in some instances, should be reserved as a 
curative procedure for patients who could not 
tolerate a radical resection. 

Prognosis 

Reports of several series indicate that not more 
than 60 percent of patients with carcinoma may 
be explored with a view to resection, and not more 


than 35 percent are actually resected, resulting in 
an overall five-year survival rate for bronchogenic 
carcinoma of under 10 percent. Resectable lesions 
presenting direct extension beyond the lung or 
lymph node metastases yield a five-year survival 
of only 12.5 percent as compared with 40 percent 
for those confined to the lung. 


In a series studied in New Orleans there was 
found to be an average delay of 8.7 months from 
the onset of the first symptom until therapy was 
instituted. This may be an important factor pro- 
ducing the low resectability rate of 32 percent in 
that series. In determining the responsibility for 
the delay it was found that the patient was re- 
sponsible for a delay of 2.8 months and the phy- 
sician for a delay of 5.3 months. 


Summary 

The incidence of bronchogenic carcinoma ap- 
pears to have risen in the last few decades. The 
diagnosis presents no difficulty if the possibility 
of existence of lung carcinoma is considered in 
the patient who presents chest complaints, who is 
a male, over 40, and a habitual cigarette smoker. 
Early diagnosis and prompt surgical treatment 
gives a reasonable cure rate when compared to 
prognosis of cancer in other parts of the body. 
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Cancer Report 


2nd Progress Report of the Manitoba 
Cancer Incidence Study 


The first progress report on this study was 
published in the June-July issue of the Manitoba 
Medical Review. This was based on data accumu- 
lated up to March 1958. A further study of data 
for the next three months was presented to the 
Committee and this has been compared with the 
initial three months. It is interesting to note that 
the increase of cases reported for the initial study 
period was 12.8% and for the latest period now 
being reported on this increase has remained the 
same—13%. It is still too early in the study to 
suggest the significance of this figure. 

In the first report it was noted that 40 doctors 
reported 4 or more cases of cancer. The following 
table gives the present values and from this it is 
seen that 69 doctors reported 4 or more cases: 


Credited With 


Doctors: Cancer Reports 

109 1 
50 2 
28 3 
21 4 

14 5 

21 6-10 

8 11 - 20 

5 21 or more 


Since most positive biopsies of malignant 
tumors are sent to the Central Registry it was 
possible to check the known cancer cases from 
this source against the reports received from the 
doctors. In this study period only 14 out of 128 
doctors had reported all their cancer cases and 
101 doctors had failed to report any of their cases. 
A number of possible explanations could be offered 
for this: 

a) The Central Registry is approximately one 
month in arrears in receiving and tabulating re- 
ported cases. 

b) There is obviously a time lag between biopsy 
of a patient and the reporting of this case by the 
doctor. 

c) Since it is known that the various hospitals 
report all positive cancer biopsies to the Registry 
it may be assumed by some of the doctors that it 
is not necessary to report their cases. 

The Committee strongly urges all doctors to 
fill in the cancer notification forms on all cancer 
patients since the notification by the hospital only 
provides the Registry with the name of the patient, 
the doctor and the anatomical site of the cancer. 
This data is insufficient for the present study. The 
Committee is well aware of the onerous work of 
filling in reports but they believe that the data 
being requested will ultimately justify the effort 
by the doctors reporting them and once again they 


request your continued interest and support to 
make this study a success. 
D. W. Penner, M.D., Chairman, 
Manitoba Cancer Incidence Study. 


3rd Progress Report of the Manitoba 
Cancer Incidence Study 

The Committee of the Manitoba Cancer Incidence 
Study met on September 10, 1958. At this meeting, 
a review of the first nine months period of this 
study, from October 1, 1957 to June 30, 1958, was 
received. During this period of time there was an 
increase of 18% in the number of cases of cancer 
reported (2,050 cases) as compared with the average 
for a similar period for the preceding three years 
(1,739 cases). This increase would appear to be 
significant and must be attributed to co-operation 
by the Manitoba doctors in this Cancer Incidence 
Study. 

During this nine month period of time 355 
doctors reported the following number of cases: 


Credited With 
Doctors: Cancer Reports 
127 1 
64 2 
40 3 
29 4 
19 5 
40 6-10 
28 
8 Over twenty reports 


This compares with 212 doctors having reported 
cases in the last three months of the study and 256 
in the first six months of the study. 

As has been pointed out before copies of positive 
biopsies from several sources are sent to the Cen- 
tral Registry. Allowing a four month lag, it was 
found that 87% of these positive cases were re- 
ported, but only a small percent by the doctor who 
initially took the biopsy. 

Similarly a review of the 655 deaths due to 
cancer as recorded by Vital Statistics from Decem- 
ber 1, 1957 to May 31, 1958 shows that 231 cases, 
or 35%, had not been previously recorded as having 
cancer. 

In discussing the significance of these figures 
the Committee felt that, although there was an 
increase in the number of cases being reported 
from all sources, the reporting by the doctor who 
initially made the diagnosis was not as complete 
as had been hoped for. 

It was further suggested that it might not be 
generally understood that in this study all cases 
of cancer regardless of the method of diagnosis 
and not only those proven by biopsy or x-ray, are 
to be reported. It was felt that a number of skin 
carcinomas based on clinical diagnosis are not being 
reported. 

D. W. Penner, M.D., Chairman, 
Manitoba Cancer Incidence Study. 
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Presidential Address 


Fellow Members and Guests: 

It is with mixed emotions that I address you 
this afternoon. I am greatly honored that you 
chose me to be your President, but at the same 
time it would not be honest to deny that I am 
more greatly relieved to know that the term of 
office is rapidly drawing to a close. It is almost 
frightening to look back and to recall the tremen- 
dous responsibilities that this office holds and the 
innumerable meetings that one is obliged to plan 
and to attend. Having served a year as President 
one realizes the wisdom of the routine custom of 
electing one to serve as Second Vice- and First 
Vice-President before assuming this office. 

The traditional duty and the privileges of 
attending or visiting the District Meetings is un- 
doubtedly the most rewarding aspect of this chair. 
I am most sincerely grateful for the kind reception 
tendered by all the members at these meetings and 
regret that some were unavoidably missed. 

No doubt each President feels that his has been 
the busiest and most trying tenure of office, and 
therefore I will attempt to give you only the high- 
lights of events that have occurred in the past 
year, both those originating within the Associa- 
tion and those that affect the members of the 
Association. 

In the past Dr. Macfarland has kept you acquain- 
ted during the year with Executive Committee 
reports in the Manitoba Medical Review. I felt 
this year that personal reports from the President 
might summarize the highlights and at the same 
time Dr. Macfarland could give the detailed reports. 
Therefore, the “President’s Page” was introduced 
and I do hope that you have found this of some 
assistance and also hope that you will forgive me 
today for repeating some of these messages. 

Plans are completed for transferring the 
Winnipeg Medical Society Benevolent Fund to our 
Association for administration and thus include all 
doctors and families in the province. This merely 
awaits your approval at this meeting. 

Time does not permit me to enumerate the 
many members of the Executive and of various 
Committees who have given invaluable service 
throughout the year but I will mention some of 
the committees who have had most problems thrust 
upon them. 

Undoubtedly again this year, the greatest 
burden has fallen upon the members of the 
Professional Policy Committee. On your behalf I 
congratulate them for their splendid task, done by 
many many hours of hard work under a most able 
chairman. Not the least has been their struggle 

Delivered at the Annual Mee of the Manitoba 


Medical Association, October 7th, by 
Schoemperlen, Retiring President. 


with a Relative Value Fee Schedule. This will 
soon be completed and it is hoped that the Associa- 
tion will then have only one schedule which will 
be used in arbitrating with all groups, associations, 
or departments. Medical fees in the past have been 
custom bound and many are still at the level of 
1910, thus creating inequities in the present eco- 
nomical trends. I therefore sincerely urge you to 
adopt this proposed unit system, which should be 
based on the “Cost of living index” so that small 
changes in the cost of living will be correspond- 
ingly reflected in our own economy. 

The Committee on Organization has carried out 
a monumental task, the last majority of the work 
having been done by the chairman. I know you 
have all studied this and will soon have a chance 
to comment on it. We are most grateful to have 
had this work completed so that it could be pre- 
sented at this meeting. Perhaps we can persuade 
the Chairman of this Committee to proceed this 
next year in preparing a booklet for the guidance 
of in-coming presidents to be used during the year, 
and particularly for use before and during the 
Annual Meeting. 

The Economics Committee has been particularly 
busy and did a lot of extra work in preparing 
a brief on matters concerning the Workmen’s 
Compensation Board and the Chairman of that 
Committee is to be congratulated for his excel- 
lent presentation of the brief to the Turgeon 
Commission. 

It was felt this year that Committee Reports 
should be circulated together with an agenda for 
the meeting in the hope that we could expedite 
the meeting by eliminating the verbatim reading 
of the reports, and also by adhering to a tabulated 
agenda as nearly as possible. Your expression of 
approval or otherwise will be greatly appreciated. 

Dr. Macfarland has been performing a dual role 
as Registrar of the College of Physicians and Sur- 
geons and as your Executive Director for ten years, 
and you are all aware of the efficient and pleasant 
way that he has performed his duties. We are now 
pleased to advise you that the Liaison Committee 
of the C.P. & S. and the M.M.A., with the authority 
of each parent body, has instructed Dr. Macfarland 
to obtain an assistant. No one is more appreciative 
of his services on your behalf than myself. 

I would now like to discuss for a few minutes 
the Manitoba Hospital Services Plan. This came 
into effect on the Ist of July, this year. At the 
onset I would like to say that the Liaison Com- 
mittee, appointed by your Executive last year, 
continued to function this year and had many im- 
portant meetings with Government representatives 
which has created an amicable spirit of co-opera- 
tion between the Department of Health and Public 
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Welfare and the Manitoba Medical Association. I 
strongly advise that wherever problems arise which 
you think should be discussed at Government level, 
you will do so through this Liaison Committee. 
The greatest co-operation and consideration was 
given by the previous Minister, The Hon. Mr. R. 
W. Bend, and this same relationship has continued 
most harmoniously with our new Minister, The 
Hon. Dr. George Johnson. I am sure that we are 
all most happy to have one of our own confreres 
and local graduates receive this honor. 

With regard to the Plan, I think that I speak 
for you all when I say that we are completely 
opposed to a compulsory scheme and would prefer 
a scheme that would assist indigents and welfare 
groups and some such disaster plan as we had 
previously. But now that the plan has been thrust 
upon us it is our duty to see that the patients in 
this province receive the best possible care under 
a non-desirable plan without disturbance of our 
doctor-patient relationship, and if possible, without 
losing our privileges of admission and discharge to 
hospitals. I can assure you that the Government 
does not wish to deny us this privilege. At the 
same time, we must prove to them and to the 
people of this province that we are capable of ful- 
filling this task. This is indeed a very grave task 
at the present time because, as we are all aware, 
there is a very definite shortage of adequate treat- 
ment beds. What is the solution? 

First I feel that the Government must intensify 
its public educational program by keeping the 
people informed of the regulations, limitations and 
gravity of the situation so that they will not put 
the blame solely on their physician if he is unable 
to secure beds for them. 

Secondly, I feel that the Government must 
immediately provide beds for rehabilitation (con- 
valescents) and nursing beds for the chronically ill 
and aged and thus release beds for active treatment 
in General Hospitals. Where possible, these beds 
for rehabilitation and/or convalescents should be 
provided in proximity to the General hospitals. 

Thirdly, more beds should be quickly added to 
the existing general hospitals, as it is economically 


unsound to staff small hospitals with adequate 
nursing, technical, laboratory, general and special- 
ized professional services. 

I am happy to say that the Honorable Minister 
already has constituted a committee on which 
this Association is represented to urgently study 
and advise him about the problems of convales- 
cent, rehabilitative, chronic illness, and Geriatric 
accommodation. 

Fourthly, I feel that the Act will have to be 
changed to allow for payment of certain casualty 
and out-patient procedures which have to be done 
at a hospital and which add extra expense to 
these patients under the present regulations. The 
Liaison Committee has tentatively agreed with the 
Minister, however, that no alterations in the Act 
should be contemplated for at least six months 
from its inception. I am sure that this matter will 
be given every attention. 

Dr. J. D. Adamson has been temporarily ap- 
pointed as consultant to the Commissioner. As 
you can realize, his problems are many and some- 
what ill-defined. Therefore, please give him your 
co-operation and remember that the only informa- 
tion he has in assessing accounts is what is on the 
documents. Your officers have appointed a tem- 
porary committee of four: Drs. F. G. Allison, K. I. 
Johnson, H. E. Bowles, L. R. Rabson, to assist Dr. 
Adamson with his problems. 

In conclusion then, I feel that the medical staff 
of each hospital should very actively accept the 
responsibility of seeing that the most profitable 
use of treatment beds is made by the medical 
staff of that hospital. Where problems arise do 
not hesitate to notify your Executive Director 
who, where necessary, will notify the Liaison 
Committee. 

I hope that this combined 50th Anniversary of 
our Association and 75th Anniversary of our Medi- 
cal Faculty will be most enjoyable and instructive. 
I do sincerely appreciate the trust and honor that 
you have bestowed upon me, and thank everyone 
from the Executive and the general membership 
who has assisted in making this one of my most 
memorable experiences. 
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Editorial 
S. Vaisrub, M.D., M.R.C.P. (Lond.), F.R.C.P. (C.), F.A.C.P., Editor 
The Inner Man Medical Wards of a general hospital had opththal- 


It adds a precious seeing to the eye. 
Shakespeare: Love’s Labour Lost, Act III, Scene III 


The Review gives prominence this month to 
the Symposium on Endoscopy as a tribute to Dr. 
Chevalier Jackson whose recent death (August 
1958) brought into sharp focus before the eyes of 
our memory his monumental contributions to this 
rapidly expanding area of medical investigation. 

The beginnings of endoscopy go back to the 
early years of the 19th century, when Burrini or 
Buzzini (the exact name blurred by the unkind 
memory of posterity) of Frankfurt invented an 
instrument for the illumination of internal cavities. 
The gadget, however, was too rudimentary to be 
of much practical use. The first serviceable endo- 
scope was invented by Desmoraux of Paris in 1852, 
and was used mainly for the examination of the 
bladder and urethra. This instrument can be re- 
garded as the parent of all subsequent endoscopic 
devices, even though the family resemblance 
between the sophisticated offsprings and their un- 
couth forebear may at times be not too apparent. 
The bronchoscope, oesophagoscope, gastroscope, 
proctoscope, sigmoidoscope, arthroscope, myelo- 
scope, ventriculoscope, cardioscope, (is the list 
complete?) are admittedly adaptations from the 
original endoscope. 

What about the ophthalmoscope? Apparently, 
it does not quite belong, for, while illuminating 
depths, it does not penetrate orifices. It is, thus, 
excluded from the symposium on Endoscopy. How- 
ever, forbidden entry to the symposium through 
the front gate, it now seeks admission by the back- 
door. If not a crisp formal paper, then a creased 
casual editorial. It matters but little to the de- 
termined intruder that the editorial is an oldie, 
reprinted as follows from the November 1955 issue 
of the Manitoba Medical Review. 

“Small, compact, pocketable, yet very impressive, 
the ophthalmoscope has attained an eminent place 
in our diagnostic armamentarium. It has become 
the guide of the ophthalmologist, the faithful friend 
of the physician, and the counselor of the con- 
sultant. Despite its complicated structure, it is a 
simple instrument to use. No elaborate technique 
is required. Anyone with experience in peeking 
through key-holes can become an expert in its 
use, and is likely to find pupil-peeking equally 
rewarding and revealing. 

Just how revealing fundoscopy may be is 
illustrated by the results of an investigation con- 
ducted by Curtis D. Benton, Jr., at the Clay 
Memorial Hospital in Atlanta, Georgia (Am. J. of 
Med. Science, Nov. 1952). Two hundred and three, 
out of five hundred patients admitted to the 


moscopic abnormalities related to their medical 
condition. An additional group of seventy-five had 
changes unrelated, but significant. 


To the physician, the ophthalmoscope has 
proven its greatest worth in the fields of cardio- 
vascular disease, diabetes, and neurology. Its im- 
portance in the diagnosis and prognostic evalua- 
tion of hypertension is evidenced by the fact that 
the severity of the latter is graded according 
to the ophthalmoscopic findings (Keith-Wagener 
classification). It is, indeed, a pity that the inven- 
tion of the ophthalmoscope preceded that of the 
sphygmomanometer. Were it not for this chrono- 
logical accident, much of the confusion surround- 
ing the term “albuminuric retinitis” would have 
been avoided. This misnomer, introduced in the 
eighteen fifties, when the frequent association of 
a characteristic ophthalmoscopic picture (irregular 
narrowing of the arteries, exudates, hemorrhages, 
papilledema) with albuminuria was first observed, 
persisted to confuse and confound long after the 
invention of the sphygmomanometer, when it be- 
came apparent that the ophthalmoscopic picture 
of “albuminuric retinitis” was a result of hyper- 
tension, whether primary or secondary, and not of 
renal disease per se. 


It took a similarly long period of time to clarify 
another area of confusion in the crowded neighbor- 
hood of hypertensive disease, namely that of the 
arteriosclerotic fundus. Changes observed in the 
latter have been often ascribed to hypertension; 
and conversely, the characteristic abnormalities 
of hypertension attributed to arteriosclerosis. This 
confusion was not so much the result of inaccurate 
observation as that of lack of clarity of definition 
and understanding of the basic pathology of — and 
differences between — these conditions. 


The characteristic retinal changes of Diabetes 
Mellitus have been described early in the history 
of ophthalmoscopy. Their nature, as well as their 
relationship to the duration and control of the 
diabetic condition, have often been a subject of 
controversy. On the whole, however, diabetic 
retinopathy is surrounded by less confusion than 
her sister retinopathies. 


Ophthalmoscopy occupies a prominent place in 
the field of Neurology. The ophthalmoscope is 
the earmark of the neurological consultant, his 
most cherished instrument. It is also a favorite 
with the public. While the patellar hammer is 
regarded by some as an instrument of torture, and 
the tuning fork as a source of amusement, the oph- 
thalmoscope is respected by all. It seldom fails to 
establish good rapport between doctor and patient. 
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One of the most important early observations 
of fundoscopic changes in neurological conditions 
was made by Van Graefe in 1860, when he 
described the findings of choked disc in association 
with tumors of the brain in an article entitled: 
“Concerning the Complications of Optic Neuritis 
with Disease of the Brain.” He used the term 
“Neuritis” because he interpreted the findings as 
indicative of inflammation. This marked the be- 
ginning of a somewhat confusing interchangeability 
of the terms optic neuritis, papillitis, choked disc, 
and papilledema. It took a long time before a 
distinction was made between the choked disc of 
increased intracranial pressure due to tumor, ab- 
scess, trauma, hemorrhage, etc., with its enlarge- 
ment of the blind spot and relatively good central 
vision on the one hand, and optic neuritis due to 
lead poisoning or neuromyelitis optica with its 
early impairment of central vision, on the other. 
It took almost as long to clarify another important 
finding observed in various neurological conditions, 
namely that of optic atrophy, and to differentiate 
between the sharply delineated, porcelain-white 
primary optic atrophy, such as occurs in tabes 
dorsalis, the irregular untidy changes secondary to 
previous papillitis, and the temporal pallor of the 
disc due to retrobulbar neuritis. Apparently in 
fundoscopy, as in many other branches of medical 
investigation, observation and interpretation have 
not always walked hand in hand, the latter often 
lagging far behind. 

Ophthalmoscopy is also of value in the 
diagnosis of rare neurological conditions, such as 
toxoplasmic encephalitis, tuberculous meningitis, 
tuberous sclerosis, retinal and cerebellar angio- 
matosis, (Von Hippel-Lindau’s disease), and the 
interesting group of heredo-familial retino cerebral 
degenerations, in which the degeneration of the 
white matter is associated with optic atrophy, and 
that of brain cells with retinitis pigmentosa and 
degeneration of the macula. The latter group of 
familial conditions, also known as the neuronal 
lipoidoses, include a host of “diseases” designated 
by the names of the men who first described 
them (Tay-Sachs, Niemann-Pick, Hand-Schuller- 
Christian, Krabbe, Scholtz and others). They all 
belong to the curiosities of Medicine. To the 
physician who happens to breathe the rarefied air 
of this high ground of Medicine, examination of 
the eye grounds may be very helpful in arriving 
at a diagnosis. 

In addition to the conditions in which an 
ophthalmoscopic examination is a sine qua non, 
for its omission may jeopardize diagnosis, there 
are many others in which it is occasionally of some 
assistance. Suggestive changes may be present 
in such diverse conditions as anemias, leukemias, 
polycythemias, subacute bacterial endocarditis, 
cholesterolosis, chemical poisoning and many 
others. 


The ophthalmoscope is truly the aristrocrat of 
the medical instrumentarium, respected by all 
specialties, except perhaps those of gastro-intest- 
inal diseases and diseases of the lungs. Experts 
in these fields, finding little use for fundoscopy, 
have to console themselves with the aggressive 
“nouveau riche” of endoscopy, the bronchoscope, 
and the gastroscope. They must indeed feel 
frustrated, for — useful and profitably informative 
as these instruments may be — they cannot match 
the casual elegance of the ophthalmoscope, nor 
can the view provided by them compare with the 
rich beauty of the retina, as into the full view of 
the beholder, floats the fundus oculi.” 

So much for the ophthalmoscope. May the 
attention of the reader, distracted by the lengthy 
auto-plagiaristic digression, be now respectfully 
redirected to the Symposium on Endoscopy. May 
his thoughts be guided back to the great advances 
made by each of its branches and his admiration 
rekindled for the men responsible for this progress. 
Of all the noble names of those who pioneered 
endoscopy none shine so bright as that of Chevalier 
Jackson, whose life is one of the sagas of twentieth 
century Medicine in its voyage of exploration ot 
the “inner man.” 


Abstract from the Literature 


Environmental Penicillin and Penicillin-resistant 
Staphylococcus Aureus. Gould, J.C. Lancet I, 
489, 1958 (March 8). 

Penicillin was detected in the environment in 
a general hospital. The amount recovered in dif- 
ferent parts of the hospital varied considerably but 
was greatest nearest those rooms where penicillin 
was being handled or therapeutically administered. 

Particles of the penicillin directly contaminate 
air, dust, and fomites. The noses of carriers of 
Staph. aureus are contaminated by inhalation and 
transference from hands and fingers, and this pro- 
vides a concentration of penicillin adequate to in- 
hibit penicillin-sensitive Staph. aureus and leaves 
the nares free for colonization with penicillin- 
resistant strains which abound in the hospital 
environment. 

The environment of a factory handling peni- 
cillin was similar to that of the hospital in that it 
contained penicillin and all the carrier strains of 
Staph. aureus were penicillin-resistant. 

It was concluded that environmental penicillin 
is an important factor in the colonization of hospi- 
tal nasal carriers with penicillin-resistant Staph. 
aureus and in the cross-infection of persons re- 
ceiving or not receiving therapeutic antibiotic. 

A. Rogers. 
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Social News 


Winnipeg, the suburbs, hospitals, motels, hotels, 
traffic cops — the medical profession, scientists, 
drug detailmen, have all subsided back into a state 
of natural life, secure in the knowledge that the 
big double Medical Anniversary Convention is 
over, successfully and with a “bang.” 

All members in charge of organization are to 
be thoroughly congratulated. 

It was wonderful to renew acquaintances with 
our previous. professors, friends and classmates. 

Those class reunions!!! Wow. 

The Scientific Exhibits surely prove that Win- 
nipeg is definitely on the map as a Medical Centre 
in Research, and the practical results of Research. 

The speakers, as expected, excellent, instructive, 
and interesting. 

Farewell and “thank you” to our retiring 
officials, congratulations, welcome and good luck 
to the incoming slates of officers in all sections. 

Space does not allow for individual reminiscen- 
ces, or incidents —’twould take a volume in itself. 


While we were making history here, some of 
our members were doing so Internationally: 

Congratulations to Dr. Charles H. Walton, E.D., 
M.Sc., F.R.C.P. who has been elected secretary- 
general of the International Congress of Allergists 
meeting in Paris, France. Election of Dr. Walton 
is the first time that a Canadian has been chosen 
for such a position. 


Dr. Arthur E. Childe at the same time was 
elected chairman of the executive council of the 
American Roentgen Society, the oldest scientific 
radiologic organization in the U.S.A. 


Dr. and Mrs. Cherry Knox Bleeks announce the 
engagement of their daughter, Nancy Kathlyn, to 
Mr. Lyle Orland Johnson. The marriage is to take 
place Oct. 24, 1958 in St. George’s Anglican Church. 


The Mall Medical Group announce the associa- 
tion of Sam K. Kay, M.D., F.R.C.S. (Edin.), F.R.C.S. 
(Can.) in the practice of General and Thoracic 
Surgery. 


Sammy Bellan and Mrs. Bellan proudly an- 
nounce the arrival of their third son, David, on 
Aug. 15, 1958. What about a daughter next time? 


Dr. and Mrs. D. Peterkin, Langdon, N.D., also 
announce a second son, Allan David, Sept. 20, 19§8. 


Dr. and Mrs. John Montague, also a son, Sept. 
12th, 1958, at Radcliffe Hospital, Oxford, England. 


Reported by K. Borthwick-Leslie, M.D. 


Drs. Morley and Nancy Sirett, Erickson, Man., 
a son too — Robin Morley — Oct. 22, 1958. 


Dr. and Mrs. G. Heinische, first boy — Peter 
James, Oct. Ist, 1958. 


Dr. and Mrs. Gordon Cleghorn, Winnipeg, a 
brother (Kevin Gordon) for Elaine, Oct. 18, 1958. 


Dr. and Mrs. Keith Stinson, Flin Flon, Man., a 
son, David Keith, Sept. 11th, 1958. 


To even the sexes, here are the girls: 
Oe and Mrs. Wm. Rochman, Winnipeg, Sept. 


Dr. and Mrs. Peter Berkbrayer, Winnipeg, Sept. 
20th, 1958, a sister for David and Harry. 


Dr. and Mrs. David F. Simpson, the arrival of 
Kathleen Sylvia, Sept. 25th, 1958 in the Henry 
Ford Hospital, Detroit. 


Dr. and Mrs. Norman C. Hill, Winnipeg, a baby 
sister for Elizabeth and Averie. 


Dr. and Mrs. George McNeill, Oct. 10th, 1958, 
proudly announce the birth of Susan Lynne, sister 
for Ron, John and Don!! Poor Susan! ! 


Dr. and Mrs. Ken Mohamed, Doctors Residence, 
St. Boniface Hospital, a second daughter, Terane 
Marie, Oct. 3rd, 1958. 


Should I apologize to Doug Bracken who objects 
so strenuously to the reproductive powers of the 
profession? ? 


Do many of you remember Dr. J. C. B. Grant, 
and his marvelous memory? After the reception 
and banquet of the W.G.H. Alumni I went to pay 
my respects to Drs. Boyd and Grant, but didn’t 
really expect them to remember me, as of about 
1000 years ago when I was a student. However, 
J.C.B. stuck out his hand and in that clipped man- 
ner: “Miss Borthwick, of course, as I remember, 
you have a cervical rib, and if I’m correct, it’s on 
the right side” — Loud laughter from those around 
and the comment, “Katie, obviously your abnor- 
malities are more attractive than your personality” 
When I assured Dr. Grant he would not have my 
rib in his collection, that I planned on being cre- 
mated, the reply was “no, no, you must arrange to 
have it removed for me, before you are burned! ! 
Happy thought. 
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Association Page 


Brandon and District 
Medical Asociation 

A meeting of the Brandon and District Medical 
Association was held at the Brandon Sanatorium at 
3:00 p.m., on Wediiesday, September 17th, 1958. 

Present were: Dr. W. P. Hirsch, Brandon (Presi- 
dent), Dr. H. C. Stevenson, Minnedosa (Secretary- 
Treasurer), and Doctors M. E. Bristow, D. G. 
Coghlin, P. Cole, H. S. Evans, J. A. Findlay, F. J. 
Fjeldsted, W. Forster, D. P. Joubert, Y. N. Joubert, 
A. C. Klassen, M. Kozakiewicz, P. A. Lapko, J. M. 
Matheson, R. F. M. Myers, R. O. McDiarmid, A. H. 
Povah, F. J. E. Purdie, W. Shahariw, V. J. H. 
Sharpe, E. J. Skafel, R. H. D. Sykes of Brandon, 
M. Sasynuik, Birtle, D. M. McPhail and E. M. Mc- 
Phail of Boissevain, J. B. Murray and W. H. Patter- 
son of Carberry, J. G. Bonar, Deloraine, A. F. 
Ferre, Elkhorn, W. K. Hames, Kenton, L. Kaza, B. 
Krasins, Sheila Murphy and father, Dr. Murphy, 
Eire, and A. L. Paine, Ninette, W. Nakielny, Rivers, 
L. M. Vistnes, Shilo, E. G. Brownell, C. M. Burns 
and M. T. Macfarland, Winnipeg. 

The Scientific and Business sessions were held 
in the Auditorium when papers were presented by 
Drs. C. M. Burns, Winnipeg, on “Hiatus Hernia” 
and E. G. Brownell on “Essential Hypertension.” 
Each paper was illustrated by slides. 

At the Business session regrets at inability to 
attend were received from Drs. C. B. Schoemperlen, 
President, M.M.A., and J. P. Gemmell, Chairman, 
Medical Education Committee. Minutes of last 
meeting on June 4th at Ninette were approved. 
Fees for the current year were assessed at $5.00. A 
resolution about Assistants’ Fees was modified and 
is to be forwarded to the Executive Committee, 
M.M.A., for action of the Professional Policy Com- 
mittee. 

A reception was held by the official hosts, Dr. 
and Mrs. A. H. Povah and Dr. and Mrs. D. G. 
Coghlin, after which dinner was served to approxi- 
mately seventy persons in the main dining room. 

A vote of thanks was tendered by Dr. Macfar- 
land who also used the opportunity to advise about 
the forthcoming 75th Anniversary celebration of 
Manitoba Medical College and 50th Anniversary of 
Manitoba Medical Association. 


The following letter has been received from 
the Canadian Medical Association under date of 
September 26th, 1958: 

Dear Doctor Macfarland: 

“On March 4, 1958 I communicated with you on 
the subject of Social Club Dues as a deductible 
item in doctors’ income tax returns. 


Reported by M. T. Macfarland, M.D. 


At the time I quoted from a ruling of the 
Department of National Revenue to the effect 
that medical practitioners joining social clubs “for 
business reasons” might deduct club dues as a 
business expense. Club dues were defined as in- 
cluding monthly membership dues and initiation 
or entrance fees. 

It has been brought to my attention that initia- 
tion or entrance fees have been disallowed and on 
enquiry I have received the attached letter from 
the Department of National Revenue, Taxation 
Division, which modifies the original ruling. It 
will be appreciated if you will bring this matter 
to the attention of any members claiming such 


expenses. 
Yours faithfully, 
A. D. Kelly, 
General Secretary. 
Dear Sirs: 


“This is in reply to your letter of 18th Sep- 
tember, regarding the deductibility of social club 
dues of your members. 

Subsequently to our letter to you of 19th Feb- 
ruary, 1958, our local advisors informed us that, 
in the case of employers or self-employed persons, 
it was necessary to distinguish between annual 
dues or fees and initiation or entrance fees when 
paid on their own behalf. 

Our view, therefore, is that. where a person pays 
an initiation or entrance fee for himself, he is con- 
sidered to have made a capital expenditure because 
he has obtained a right of an enduring nature. 
Accordingly, the expenditure will not be allowed 
as a deduction in computing income, nor is there 
any provision for granting a capital cost allowance 
in respect of that expenditure. 

In the case where an initiation or entrance fee 
is paid by an employer on behalf of his employee, 
however, there is not an enduring benefit to the 
employer, since he will be required to repeat the 
expenditure in the event that some other employee 
later fills the position in respect of which the 
expenditure was made. 

Under the circumstances, it would have been 
preferable had you been advised of this change 
from the views expressed earlier to you, and it is 
regretted that this was not done.” 


Yours faithfully, 
(Signed) D. R. Pook, 
Chief Technical Officer, 
Assessments Branch. 
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Archives 


To the President and Executive of 
The Manitoba Medical Association: 
l. 


Since the Annual Meeting in 1957 the following members 
of the Association have been removed from us by death— 
Dr. E. N. East, Winnipeg— 
President of our Association in 1933. 
E, T. Etsell, Winnipeg 
A. F, Menzies, Morden— 
In 1956 received an honorary LL.D. degree from the 
University of Manitoba and in 1957 he was elected 
a Senior Member of the Canadian Medical Association. 


Executive 
To the Members of the 
Manitoba Medical Association: 


On the occasion of the Golden Anniversary celebration held 
in conjunction with the Seventy-fifth anniversary of the founding 
of Manitoba Medical College in 1883, the Association extends 
a hearty welcome to members, honoured guests, distinguished 
Alumni, and visitors. 

Included in the number are Hon. George Johnson, recently 
appointed Minister of Health and Public Welfare, C.M.A. 
Representatives Doctors Arthur F. Van Wart, Fredericton, N.B., 
Arthur D. Kelly, Toronto, Stanley S. Gilder and Mr. Kenneth 
Cross of Toronto, the President, General Secretary, Editor of 
Journal, and Assistant Secretary (Public Relations), respectively. 

Contributors to the Scientific Program are tors Brian 
Bird, E. Harry Botterell, Wm. Boyd, Chas. F. Code, J. C. B. 
Grant, Kenneth C. Johnston, E. Perry McCullagh, Donald H. 
Paterson, David B. Stewart, Maurice Victor, Frank B. Walsh 
and Max Wintrobe. Honourary degrees will be conferred at a 
Special Convocation to three graduates of the University of 
Manitoba. 

3. 
Meetings 

Since the 1957 Annual Meeting, the Officers have met on 
nineteen occasions, twice with the Finance Committee and 
three times with the Executive Committee of Manitoba Health 
(formerly Medical) Service. The Executive Committee met on 
eight occasions with an average attendance of eighteen members 
and three guests. The courtesy of the Board of Trustees, Mani- 
toba Health Service, in making the commodious Board Room 
available for meetings is hereby gratefully acknowledged. 

Since the President, Honorary Secretary and Executive 
Director are members ex officio of all committees, only those 
who have served in those capacities have knowledge of the 
amount of time spent by a comparatively small number on 
behalf of the profession as a whole. 


4. 

Recognition of living Past Presidents will be made when the 
present encumbent, properly clothed with his new Chain of 
Office, presents suitable pins to each of those who have served 
the Association. The names and year of Presidency is as 


follows: 
1915-16 — J. S. Poole, Neepawa 
1919-20 — J. A. Gunn, Winnipeg 
1923-24 —G. S. Fahrni, Winnipeg 
1924-25 —W. A. Gardner, Winnipeg 
1927-28 —H. W. Lewis, Angusville 
1931-32 — Ross B. Mitchell, Winnipeg 


1958 COMMITTEE REPORTS 


1935-36 — F. G, McGuinness, Winnipeg 
1937-38 —C. W. Burns, Winnipeg 
1939-40 — W. E. Campbell, Winnipeg 
1940-41 — E. L. Ross, Ninette 

1941-42 —H. D. Kitchen, Winnipeg 
1943-44 — D. C. Aikenhead, Winnipeg 
1944-45 — Stuart Schultz, Brandon 
1945-46 — P. H. McNulty, Winnipeg 
1946-47 — J. R. Martin, Neepawa 
1947-48 —R. W. Richardson, Winnipeg 
1948-49 — H. S. Evans, Brandon 
1949-50 — D. L. Scott, Winnipeg 
1950-51 — Eyjolfur Johnson, Selkirk 
1951-52 — A. M. Goodwin, Winnipeg 
1952-53 —C. W. Wiebe, Winkler 
1953-54 — W. F. Tisdale, Winnipeg 
1954-56 — R. Lyons, Winnipeg 
1956-57 — J. E. Hudson, Hamiota 


5. 
Advisory Commission under Health Services Act 


Three representatives are named by the Association for a 
term of three years. Dr. Ruvin Lyons will complete an initial 
period in 1958, and Dr. J. E. Hudson in 1959, while Dr. C. 
H. A. Walton, who was named to replace Dr. D. L. Scott, will 
serve until 1960, 


6. 
Advisory Committee to Provincial Government 

In accordance with the suggestion contained in the 1957 
Report of Economics Committee which was approved by the 
general business meeting, a small committee was named com- 
prising the immediate Past President and Chairman, Committee 
on Economics with the President and Executive Director as 
ex officio. Members from other groups are called upon as 
occasion demands. Meetings were held with the responsible 
Minister and his Deputy on several occasions, and, as will be 
reported, matters discussed were of considerable importance. 
The Committee is recognized as valuable from the point of view 
of the profession. 
7. 

Alcoholism Foundation of Manitoba 

Ex-officio and appointed medical members of the twenty- 
seven person Board remained unchanged until the date of the 
Annual Meeting in May. In response to a request by the 
Foundation, three names were submitted from any one name 
will be selected for a three-year term succeeding Dr. M. T. 
Macfarland whose initial term of two years had expired. The 
name of the new member has not yet been made public. In 
accordance with the legislation, names for a Medical Advisory 
Committee of five members were submitted by the Foundation 
as follows: E. J. Bennett, J. A. Hildes, P. Johnson, T. A. 
Pincock, G. C. Sisler. 

The Committee was set up to “advise the board as to matters 
on which it seeks the advice of the committee, or on which it 
is requested by the minister to advise the board.” 


8. 
Canadian Medical Association 

The ninety-first annual meeting was held in Halifax, N.S., 
June 16th-20th. Plans were under the direction of the New 
Brunswick Division with co-operation of the Nova Scotia, Prince 
Edward Island and Newfoundland Divisions. The Executive 
Committee met at Charlottetown, P.E.I., on Friday and Satur- 
day, June 13th and 14th, preceded by the Trans-Canada Medical 
Plans meeting at St. John, N.B. Religious services were held 
on Sunday, June 15th and in the afternoon hospitality was 
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Dr. Geo. W. McIntosh, Winnipeg 
Dr. J. A. Peters, Winnipeg 
Respectfully submitted. 
Chairman. 
2, 7 
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R. Trueman. Doctors C. W. Burns, Past President, C.M.A.; 
F. A. L. Mathewson, representing the Canadian Heart Founaa- 
tion, and C. H. A. Walton, the Canadian Association ot 
Allergists, also attended. For the first time in the history of 
the Manitoba Division, travelling expenses and maintenance were 
paid for representatives. 

A detailed report of the transactions of General Council was 
published in the September Ist issue of the Canadian Medical 
Association Journal. (C.M.A.J. Vol. 79, No. 5, pp. 305-349, 
1958). Since the Standing Committees of the Manitoba Division 
parallel those of the federal organization, and the local chairman 
is a member of the C.M.A. committee, careful perusal of the 
reports will assist members to keep abreast of some developments 
on the Canadian scene. 

The four luncheon speakers were drawn from the Maritime 
Provinces. 

The New Brunswick Division was host to General Council 
at dinner on Tuesday, June 17th, and the Annual General 
meeting was held on Wednesday, June 18th, when Dr. Arthur 
F. Van Wart, Fredericton, N.B., was installed as President, 
following which a reception and dance were held. Senior 
membership was awarded to Divisional nominees including a 
pesthumous award to Dr. A. F. Menzies, Morden. It was 
noted that four of the ten members honoured were graduates 
of the Manitoba Medical School. The suggestion was made 
that where nominees for Senior Membership are unable to 
attend the Annual Meeting, the Division might pay travel 
expenses, or the C.M.A. President might present the award on 
the occasion of his visit to the Divisional meeting. 

Special social events were organized for the ladies, and the 
Thursday evening square dance arranged by the P.E.I. Division 
at H.M.C.S. Stadacona, was an outstanding feature of the 
hospitality provided by the Maritime Divisions. 


1959 Meeting 

In 1959 a conjoint meeting of the British and Canadian 
Medical Associations will be held in Edinburgh, Scotland, July 
18th to 25th. While University Tours Limited, 2 College Street, 
Toronto, has been appointed official travel agent by C.M.A., 
yeur Executive Committee has circularized the membership on 
two occasions outlining tentative plans for a charter flight. 
Members may still make travel reservations through local 
agencies. 

10. 
C.M.A. Public Relations 

Mr. Kenneth C. Cross assumed the office of Assistant 
Secretary and will be in charge of the Press Room for this 
anniversary meeting. Divisional Chairman, Dr. F. G. Allison 
and Dr, R. H. McFarlane attended a P.R. Workshop session 
in Toronto, April 18th and 19th. Copies of the plaque, “To 
All My Patients” are available upon request. 

C.M.A. Secretaries’ Conference was held in Vancouver, 
B.C., for three days in mid-February. Dr. G. G. Ferguson had 
arranged a Back-to-School session on business methods and 
economic matters. Unfortunately the Executive Director did 
not find it possible to attend. 

13. 
C.M.A.-Canadian Medical Retirement Savings Plan 

A satisfactory start has been made under the direction of 
the Assistant Secretary (Economics), Mr. B. E. Freamo, and 
reports are made periodically to individual participants, and 
through the columns of the C.M.A. Journal. It was agreed 
that Dr. R. W. Richardson act as Manitoba’s representative to 
the Trusteeship Committee which supervises the investment 
portfolio of the common stock fund. Representatives of the 
Royal Trust Companv, the National Life Assurance Company 
of Canada and the Bank of Montreal will attend the meeting 
to provide information about the Plan. 

12. 


Cancer 
The Can-er Treatment and Resear-h Foundation Act, 1957. 
nullified direct representation on the Board, and made provision 


that Foundation members be named by the Lieutenant-Governor- 


in-Council with an Advisory Medical Board selected by the 
Foundation, with approval of the Lieutenant-Governor-in-Council, 
from Association nominees. ln accordance with the above three 
names were selected from six nominees and the appointment of 
Doctors H. S. Evans, L. R. Rabson and P, H. T. Thorlakson was 
notified in Manitoba Gazette of Nov. 30th, 1957. Those repre- 
sentatives constitute the Cancer Committee for the Association 
and the Chairman, Dr. P. H. T. Thorlakson, is a member of the 
C.M.A. Cancer Committee. No re-assessment of the Agreement 
signed by the Association concerning Cancer Diagnostic Clinics 
has yet ben undertaken. 

The Canadian Cancer Society, Manitoba Branch, is the new 
educational and fund-raising body which includes six nominees 
to the Medical Advisory Committee. 

Members are reminded that cancer is a notifiable disease and 
are requested to co-operate in the Cancer Incidence Study which 
is now underway, sponsored by the National Cancer Institute. 
13. 

Civil Disaster 

Although not regarded as a Standing Committee by C.M.A., 
and lacking definite terms of reference, this committee has 
been active provincially. Representatives attended Civil Defence 
indoctrination courses at Arnprior in November, 1957, and 
March, 1958, and, following a circular letter, a nominal roll has 
been of members who are prepared to attend similar 
courses in the future. 

Concern has been expressed that none of the recommendations 
made in the detailed plan for Manitoba have been instituted, 
but negotiations are now underway with new personnel, and 
new planning at federal and provincial levels. Copies of C.D. 
Medical Service Manual have been secured through federal and 
provincial authorities, and distribution is being made by the 
Association with a covering letter from the Committee Chairman. 


14, 
Constitution and By-laws 

As outlined last year, revision of the C.M.A. Constitution 
and By-laws made necessary a revision of the Manitoba booklet 
which, with slight modification has been the guide since 1948. 
The Executive Committee appointed a special Committee on 
Organization with Dr. R. W. Richardson as Chairman, and the 
revision was one of formidable proportions. Notice of Motion 
and the proposed new Constitution and By-laws and Considered 
Decisions has been mailed to members. 


15. 
District Medical Societies — Donations 

For years the College of Physicians and Surgeons has under- 
written the cost of sending speakers to meetings of the District 
Medical Societies. More recently the Canadian Medical Asso- 
ciation has made an annual grant to Divisions for purposes of 
medical education. 

Suggestions have been made that more speakers might be 
brought to the Province by the District Societies, including the 
Winnipeg Medical Society. During the current year grants 
were made to further the educational activities of the Second 
Annual Scientific Session of the College of General Practice of 
Canada which was held in Winnipeg, April 14th - 16th, under 
the Presidency of Dr. Jack McKenty. 

As a result of the grants it has been possible to bring more 
than the usual number of speakers from the group of dis- 
tinguished graduates to participate in this meeting. 

While the number of meetings of District Medical Societies 
has not increased, several combined meetings have been held. 
one District met with the Manitoba Chapter of the College of 
General Practice, and Districts have combined to hold meetings 
at a central location. 

Saturday morning ward rounds and clinical sessions have 
been operated with great success at Brandon General Hospital. 

Submissions from the District Medical Societies were 
responsible for a review of expenses granted to representatives 
to the Executive Committee which resulted in upward revision 
of allowances. 


— 
— 
9. 
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Doctor?’”’ 


She’s nervous—and depressed at the same time: 
“I just can’t get interested in anything.” 


You feel that a “tranquilizer” will probably relieve her nervousness 
—but not her depression. On the other hand, stimulants will 
relieve the depression—but may magnify her nervousness. 


In this type of patient, a clinical trial with Dexamyl* often 
produces gratifying results. ‘Dexamyl’, a “normalizing” agent, 
relieves both anxiety and depression and imparts to your patient 
a sense of cheerfulness, optimism and assurance. A combination 
of Dexedrine* (dextro-amphetamine sulfate, S.K.F.) and 
amobarbital, ‘Dexamyl’ is available as tablets and 

Spansule* sustained release capsules. 


@ Smith Kline & French « Montreal 9 


* Reg. Can. T. M. Off. 
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16. 
Economics 
One of the most active Committees of the Association has 
been under the ip of Dr. K. R. Trueman, who as 
a member of the C.M.A. Economics Committee has extensive 
fsnowledge of the federal and provincial scene. Regular reports 


have. been made to the Executive Committee and many have 
been published in the Manitoba Medical age The annual 
report provides much important discussion material including 


Trans-Canada Medical en Relative Value Fee Schedule, 
brief to Turgeon Commission concerning Workmen’s Compen- 
sation Board, negotiations for revised W.C.B. Fee Schedule, 
Medical care for social assistance groups, etc. 


17. 


Legislation 

As in previous years a watching brief was maintained by the 
Executive Director during the Legislature sessions, and bills 
which might have implications for the medical profession were 
followed in the house and committee sittings. 

Copies of bills were secured for perusal of the members who 
attended the meeting of the Legislative Committee of Fifteen 
with Officers of the Association and of the College of Physicians 
and Surgeons. The Advisory Committee supplemented by the 
President of the University of Manitoba, a representative of the 
Dean of Medicine, and Chairman of the C. P.& S. Legislative 
Committee met to consider implications of proposed bills. 

An outline of various bills appeared in the August-September 
issue of the Manitoba Medical Review. 


Manitoba Hospital Service Association 


Doctors Ruvin Lyons and H. C. Hutchison are serving the 
third and second years respectively, and the Executive Director 
was named to continue until the end of 1958, as representatives 
of this Association. At the request of M.H.S.A. three com- 
mittees were again named to consider Mental and Nervous 
conditions, Ricuions which might be included for coverage, 
and Borderline claims. 

With the prospect that the provincial government would 
sign an agreement with the federal authorities to provide 
standard ward hospital insurance, M.H.S.A. sought amendment 
to the Act of Incorporation to enable it to co-operate with the 
Plan, and to vacate the field. Since the Plan came into effect 
on July Ist, the transition is now being effected. 


19. 
Manitoba Medical Review 

S. Vaisrub continues as Editor. The passing of Mr. 
Whitley in November severed a which had 
existed since 1934 and created a vacancy which was partially 
filled by the temporary appointment of Pom V. Bogden as 
Acting Business Manager. Through her efforts and co-operation 
of 4 advertisers and printer, publication of the Review has 
proceeded without interruption. Future plans for the Review 
are now under active consideration by the Executive Committee. 
Dr. R. H. McFarlane has again assisted the Editor in prepa- 
ration of material for publication. Guest editorials by Dr. J. D. 
Adamson on the Manitoba Medical College, 1883-1958 and 
by Dr. R. B. Mitchell on the Manitoba Medical Association 
ow ties appeared in the August-September issue of the 

ew. 


20. 

Manitoba Health (formerly Medical) Service 

Nominations were presented at the last Annual Meeting 

and results of the ballotting were to the Executive 

Committee and forwarded to Manitoba Medical Service. The 

years: 


The Chairman, Executive Director, and Assistant, met with 
the Executive Committee in January to seek Association approval 
for amendment to the Act of Incorporation which would permit 
extension of contracts to include semi-private hospital and other 


health service coverage. On two other occasions the Service 
Executive Committee met with the Association officers to discuss 
T.C.M.P. and semi-private hospital coverage. 

The Board Chairman, Dr. A. R. 
Business Meeting on Tuesday, October 7th, and nominations 
will be made for Board members to replace those whose terms 
expire in March, 1959. 


21. 
“Medicine in Manitoba” 


The combined anniversary of the Medical College and the 
Association has brought additional requests for information 
which is available only by direct reference to individuals and 


original documents or to the painstaking efforts of Dr. R. B. 
Mitchell who compiled ‘Medicine in Manitoba,” copies of 
which are still available. 
22. 

Membership 


Increase in the number of practitioners located in the 
province, and close relationship between membership in the 
Association and medical membership in Manitoba Health 
(formerly Medical) Service has resulted in a membership in- 
crease for several years which has been surpassed in 1958. 


23. 
Professional Policy Committee 

One of the most active committees of the Association has 
been under the Chairmanship of Dr. H. M. Malcolmson. 
During the year Dr. W. J. Hart and O. A. Schmidt were 
replaced by Drs. R. O. Flett and R. L. Willows, while Drs. M. 
K. Kiernan and M. J. Ranosky were renamed by their respective 

groups for 2 three-year period. Nominations have already been 
requested for the year 1958.59 in order that the work of the 
Committee may be resumed with as little delay as possible 
following the Annual Meeting. The report of the Committee 
will outline the nature of the problems referred to it in routine 
—— including requests for revision of the Association 
fee schedule 
24. 

Rehabilitation 


ship of Dr. Hartley Smith, will reveal the many and varied 
problems which are presented to this committee which acts as 
Medical Advisory Committee to the Provincial Rehabilitation 
Commission. 


25. 
Workmen’s Compensation Board 


A resolution passed at the last Annual Meeting instructed 
that a study be made of the relationship of the profession to 
the Workmen’s Compensation Board. The Executive Committee 
requested that this study be undertaken by the Economics 
Committee. A Brief was presented to the Turgeon Commission 
on January 23rd, 1958, and elaborated on May 30th. The final 
report of the Commission was not presented to the spring, 1958, 
session of the Legislature, hence the recommendations are not 
known. Completion of the study and insertion of appropriate 
reference in the new Constitution and By-laws will be necessary. 


During the year there has been correspondence with several 
organizations. The reports which follow will indicate in more 
detail the many activities in which the Association has been 
engaged during the past year. 

27. 

The courtesies extended to the President and Executive 
Director during their visits to District Societies has been greatly 
appreciated. Co-operation of the Committee Chairmen and 
members has been splendid, and their efforts merit the acknow- 
ledgment of the whole membership. 
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Dr. G. M. Black j 
Dr. N. I. Corne 
Dr. T. E. Holland 
Dr. M. S. Hollenberg 
Dr. R. A. Macpherson 
Dr. P. H. T. Thorlakson 
and Dr. A. R. Tanner for a term of two years. 


OESTRILIN 


TABLETS 


NATURAL OESTROGENIC HORMONES 
PLAIN: 
For Oral Estrogenic Therapy 


Each tablet contains 0.65 mgm. (6,000 1.U.) 
of Coniugated Estrogenic Substances 


DOSAGE: 1 to 3 tablets daily. 
WITH PHENOBARBITAL: 


For Oral Estrogenic Therapy with Sedation 
Each tablet contains 0.65 mgm. (6,000 1.U.) 
of Conjugated Estrogenic Substances and 
Phenobarbital 30 mgm. (2 gr.) 


DOSAGE: 1 to 2 tablets daily 


DESBERGERS LIMITED 


MONTREAL CANADA 


Bottles of 25 and 100 tablets 
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28. 

It is a pleasure to acknowledge the co-operation of the 
combined office staff: Miss May Graham, Assistant to the 
Executive Director, Mrs. Betty Sorensen, Miss Vicki Bogden, 
Acting Business Manager in charge of the Review, and Miss 
Martha Loewen — also to Miss Lorna Zawadzki, Assistant to 
the Registrar, and Miss Beverley Hilderman. The most recent 
addition to the staff is Miss Dorothy Mair. 

29. 

This report would not be complete without referring to 
the faithful services of our Executive Director, Dr. M. T. 
Macfarland. Everyone on the Executive or who has had oc- 
casion to visit our offices, realizes the important task he is 
fulfilling —not only for the Association but by his public 
relations with anyone communicating with our office. He was 
very greatly missed during his absence due to illness this Spring 
(the first in eleven years). On your behalf I express our 
appreciation for his services and also wish him continued health. 

C. B. Schoemperlen, 
President. 


H. E. Bowles, 
Honorary Secretary. 


Economics 


To the President and Executive of 
The Manitoba Medical Association: 


30. 
1. The Annual Meeting of the Manitoba Medical Association 
in Octover, 1¥2/, moved tnat tne reations between tne ivianitoba 
Workmen's Compensation board and this Wivision be reviewed. 
‘Lihis matter was at once affected by the appointment by the 
provincial government of a judicial commussion to study 
problems arising between the Compensation Board, Labor and 
Management, Driets trom all interested parties were invited py 
the Commission, ‘Lhe M.IM.A. Executive directed the Com- 
mittee on Economics to consider the need tor a briet. ‘Lhe 
Committee recommended such a brief be presented. It was 
recognized that such a briet could touch upon those matters 
whicn the protession was anxious to consider with the Board. 
Thus an opportunity would be provided to establish terms tor 
discussion with the Board, as well as permit their consideration 
by the Commission. Accordingly, all members ot the protession 
were invited to communicate recommendations relative to the 
W.C.B. relationship. A small proportion of doctors responded. 
The Executive placed the matter in the hands of the Com- 
mittee on Economics. A brief was drawn up and presented on 
two occasions to the Commission, Chairman of which is Mr. 
Justice Turgeon. The brief was also published for the informa- 
tion of the profession in the March issue of the Manitoba 
Medical Review. The report of the Turgeon Commission has not 
yet been presented to the Government. Because of this, nego- 
tiations with the W.C.B. concerning the contents of the brief 
have been delayed. Furthermore, the compilation of a new 
fee schedule for the M.M.A. by the Professional Policy Com- 
mittee is still in the process of completion, Although the fee 
schedule of the W.C.B. does not come up for review before 
January 1, 1959, its revision constitutes an important item in 
the future discussions with the Board. The Executive has ruled 
that the negotiations with the Board will be the duty of the 
Economics Committee with advisors from the profession. 
2. During the year the Economics Committee has been interested 
in the problems of several fee schedules employed by the pro- 
fession, viz., the Minimum Fee Schedule of the M.M.A., 
W.C.B. Fee Schedule and the M.H.S. schedule. The D.V.A. 
Fee Schedule has been already eliminated and that agency of 
Government now recognizes the fee schedules of the various 
Divisions. Generally the multiple fee schedules continue to be 
a source of embarrassment and confusion to doctors, patients 
and other parties providing coverage for medical services. In 
its brief to the Judicial Commission the profession recommended 
the replacement of the W.C.B. fee schedule by the schedule of 
the Manitoba Medical Association. 


Ie is presumed that with the ce of the new fee 
schedule being compiled by the Professional Policy Committee, 
the M.M.A Executive will adopt the principle of one fee 
schedule in all phases of medical services where fees are involved. 
32. 

3. Payment for medical care of social assistance groups has been 
accepted in many provinces by Government for a considerable 
time. The coverage varies in different areas. In Manitoba the 
profession has sought to introduce a similar method of payment 
through the local government. Such coverage of indigent and 
semi-indigent groups is recommended in the policy of the 
Canadian Medical Association. In this province the government 
has not seen fit to make changes in line with custom elsewhere. 

During the year a communication through the Board of the 
Manitoba Health Services requested the reaction of the pro- 
fession referable to coverage of social assistance groups by 
membership in the M.H.S. Such an undertaking would reason- 
ably involve participation by government as well as co-operation 
by the profession, The Executive referred the matter to the 
Economics Committee for study. As a result the Committee 
placed the following recommendation before the Executive: 

1. That indigent and welfare groups be covered for medical 

care by the Manitoba Health Services. 

2. That Manitoba Health Services provide group coverage 
on an experience rating basis for those unable to meet 
the cost for coverage under standard contract conditions. 

The Executive concurred and these proposals were referred 
to the Board of the M.H.S. where they are being considered. 

The policy of the new government on this subject is not yet 
known. It is known, however, that during his election campaign 
the Premier stated his interest in improving the position of the 
social assistance groups. Therefore it may be that the policy 
will involve a change in the method of providing medical care. 
This could take the form accepted in other provinces and 
suggested in the foregoing recommendations. In undertaking 
any plan to cover the medical care of those who are less privi- 
ledged than the larger part of the population, it would be 
difficult to believe the Premier and his Minister of Health and 
Welfare would overlook the advantages and economies available 
in the very successful scheme developed by the profession and 
Manitoba Health Services. It is well known that 
which such a policy would involve would affect, especially in 
Winnipeg, the methods of training medical students. Problems, 
of necessity, would arise which would require the fullest co- 
operation between the Medical Faculty of the University, the 
Government and the public as well as the profession generally. 


Respectfully submitted, 
KR 


‘hairman. 


Finance 
Winnipeg, January 31, 1958 
The Manitoba Medical Association, 
Winnipeg, Manitoba. 
33. 

We have examined the balance sheet of the Manitoba 
Medical Association as at December 31, 1957, and the state- 
ment of revenue and expenses for the year ended on that date, 
and have obtained all the information and explanations we have 
required. Our examination included a general review of 
accounting procedures and such tests of accounting records as 
we considered necessary in the circumstances. 

Our comments on the attached financial statements are as 
follows: 

Results for the Year 

Revenues exceeded expenses by $3,726.00, which compares 
with a net revenue in the preceding year of $4,539.26. While 
gross revenues for the year increased from 1956, there were 
increases in expenditures which more than offset the additional 
revenues. The principal items of increased expense were salaries, 
office furniture, and office rent; there was a substantial decrease 
in annual meeting expense. 


So different, yet so sturdily alike 


... they’re all Farmer’s Wife babies! 


And this is no surprise to the medical profession, 
because Farmer’s Wife offers a choice of four 
special infant formula milks . . . making it easy 
to prescribe for each baby’s individual dietary 
needs. Making it easy for babies to grow sturdy, 
with steady weight gains and few feeding 
upsets. 

Now Farmer’s Wife offers doctors Whole, 
Partly Skimmed, Skimmed—and the new PRE- 
PARED FORMULA with the carbohydrate 
already added. In all four Farmer’s Wife 
Formula Milks, vitamin D is increased to the 
highest permissible standard .. . all are vacuum 
packed in modern, enamel-lined cans. Stock 
rotation ensures absolute freshness. Farmer’s 


Wife Milks are clinically proven to be diges- 
tible, nourishing and completely safe, meeting 
the most rigid quality control standards. 
Available at all grocery and drug stores. 


Farmer’s Wife 


Prescribed by doctors—Approved by mothers 
CANADA'S FINEST INFANT FORMULA MILKS 
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Particulars of membership and rates of fees are as follows: 


668 Members at $40.00 $26,720.00 
14 Members at 30.00 420.00 
3 Members at 21.00 63.00 
52 Members at 20.00 1,040.00 
17 Members at 15.00 255.00 
5 Members at 13.00 65.00 

1 Member at 8.00 8.00 

5 Members at 6.00 30.00 
100 Members at 5.00 500.00 
865 $29,101.00 


All expenditures tested by us were seen to have been 
properly authorized. 

Cash on hand and in bank — $1,322.12: 

Cash on hand includes a petty cash fund of $20.00, and 
balances on deposit in the Bank of Montreal of $1,302.12 
which we have confirmed. 

Accounts receivable — $1,757.99: 

Of this amount, all but $359.71- had been received up to 
January 20 and this balance is considered to be fully collectible. 
Investments — $53,462.50: 

During the year. the Association purchased, at a cost of 
$4,962.50, bonds of the Province of Ontario, 5% due 1964, 
having a par value of $5,000.00. 

We examined the bond certificates kept in the Association’s 
ged deposit box at the Bank of Montreal. Bond interest 

in the accounts on a received basis. 


In our opinion, the accompanying balance sheet and state- 
ment of revenue and expenses are properly drawn up so as 
to exhibit a true and correct view of the state of affairs of 
the Manitoba Medical Association as at December 31, 1957, 
and the results of its operations for the year ended on that 
date, according to the best of our information and the 
explanations given to us and as shown by the books of the 
Association. All the transactions of the Association that have 
come within our notice have been within the objects and 
powers of the Association to the best of our information 


and belief. 
Pricz WaTerHouse & Co. 
Chartered Accountants. 


34, 
Balance Sheet, December 31, 1957 
ASSETS 
Cash on hand and in bank $ 1,322.12 
Accounts receivable: 
Review advertisers $ 1,478.39 
College of Physicians and Surgeons... 118.60 
1,757.99 
161. 
Prepaid Review expenses 47.80 
Investment in bonds, at cost: 
Quoted market value $51,073.00) __. 53,462.50 
$56,590.41 
LIABILITIES AND SURPLUS 
Liabilities: 
Accounts payable $ 41.40 
Prepaid 1958 membership fees. 212.00 
Prepaid 1958 review 


Surplus account: 
Balance 


910.63 $ 1,234.03 


54, 29356 ~ 
Add: Net revenue for the year 


$51,630.38 
3,726.00 55,356.38 


$56,590.41 
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35. 
Statement of Revenue and Expenses 
For the Year Ended December 31, 1957 
REVENUB 
Fees collected: 
Current year (865 members) - _.. $29,101.00 
Divisional members (2) 4.00 
——$29, 105.00 
Canadian Medical Association—grant _..$ 1,326.00 
Interest on savings bank account 49.28 
Medicine in Manitoba =. 44.67 
Remuneration for services rendered 
various medical associations - 
3,427.22 
$32,532.22 
EXPENDITURES 
Salaries of executive director 
and office personnel 
Honorarium to editor of Review 1,800.00 
Annual meeting (C.M.A. $29.99; MM.A. 
$1,136.84) 1,166.83 
Audit fee 175.00 
Business tax 396.20 
Executive and committee 904.73 
General expense 991.28 
Grant for ‘bind binding medical journals _... 900.00 
Legal fees 40.00 
Office furniture and equipment _........_ 1,670.90 
Office renovation 438.93 
Printing, postage, and stationery... 1,096.86 
Rent and light 3,738.74 
Review illustrations 345.17 
Telephone and telegraph 686.85 
Travelling expenses 2,152.30 
$32,017.14 


Less: Share of office expenditures borne by: 
Winnipeg Medical Society $1,320.00 


College of Physicians and 
Surgeons... 1,890.92 3,210.92 28,806.22 
Net revenue for the year ——--..----.---.--..-- $ 3,726.00 
36. 
Statement of Investments in Bonds 
December 31, 1957 
Market Interest 
Description: Par Value Cost Value Revenue 
Dom. of Canada: 
3% 1959 _...-.$ 500.00 $ 500.00 $ 495.50 $ 15.00 
500.00 500.00 475.00 15.00 
3% 1966 -_._... 4,000.00 4,150.00 3,760.00 120.00 
Prov. of Manitoba 
3% 1968 _..... 2,000.00 1,965.00 1,770.00 60.00 
5,000.00 5,225.00 4,887.50 200.00 
4%4% 1968... 5,000.00 5,087.50 4875.00 212.50 
Hydro-Electric Power 
Comm. of Ontario: 
4% 1967 _.. 8,000.00 8,160.00 7,720.00 320.00 
4%% 1969 2,000.00 1,997.50 1,950.00 85.00 
4% 1976 -...... 10,000.00 10,000.00 9,500.00 400.00 
Province of 
New Brunswick: 
344% 1965 3,000.00 3,000.00 2,745.00 105.00 
1969 4,000.00 3,970.00 3,890.00 180.00 
B.C. Electric Co. Ltd.: 
4%4% 1977 -.... 2,000.00 2,005.00 1,930.00 95.00 
Prov. of Ontario: 
1976 2,000.00 1,940.00 2,000.00 90.00 
5% 1964 . 5,000.00 4,962.50 5,075.00 (10.27) 


$53,000.00 $53,462.50 $51,073.00 $1,887.23 


— 

| 
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Estate of J. G. Whitley— 
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DULCOLAX is an entirely new thera- 
peutic agent—a CONTACT LAXA- 
TIVE. A Contact Laxative is one 
which does not act via the systemic 
circulation but rather acts directly on 
the colonic mucosa to produce normal 
peristalsis. 


DULCOLAX is unique, it is reliable 
and predictable both orally and rec- 
tally. By suppository, it will produce a 
bowel action within an hour or less; 
when given orally at bedtime a bowel 
motion occurs the next morning, and 
if given before breakfast, within 6 
hours. DULCOLAxX is gentle and will 
not cause “rebound” constipation. 


(Bis [p-acetoxyphenyl]-2-pyridylmethane) 
THE CONTACT LAXATIVE 


for mild, gentle and complete evacuation 


Tablets 
Suppositories 


Indications: Constipation in bedridden 
patients, geriatrics, pregnant and lactating 
women, pre- and post-operative patients 
and in radiological procedures and sigmoi- 
doscopy preparation where it is capable of 
replacing the enema’. 

Dosage: For adults, | to 3 tablets at bed- 
time; for children six and over, | tablet; 
under six as directed. 

SupposiTorigs—For adults, 1 suppository 
is usually sufficient; for children, 1 sup- 
pository; for infants, 44 suppository is 
sufficient. 

Supply: TABLETS—5 mg. (enteric-coated): 
Bottles of 30 and 100. 

SupPosIToriEs—10 mg.: Boxes of 6 and 50. 


Under license from C. H. Boehringer Sohn, Ingelheim. 

1. CLARK, A. N. G.: B.M.J. 2:866, 1957. 

2. SCOTT, J. E. S.: Practitioner 177:619, 1956. 

3. HOBBS, J. B.: Br. Jnl. of Clin. Prac. 12:31, 1958. 


Geiyy 
Geigy Pharmaceuticals 
Division of Geigy (Canada) Limited 


2626 Bates Road 
Montreal 26, Canada 


® 
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37. Fee Taxing 150.00 
Balance Sheet as at August 31st, 1958 ————_ 3,480.57 
ASSETS 
Cosh: $75,291.24 
Petty Cash on Hand $ 20.00 LIABILITIES AND SURPL 
vings 11,076.48 Annual Meeting Exhibits _____._____.$ 4,500.00 
Investments 53,462.50 ———-$ 4,445.00 
Accounts Receivable: Pats 0 to Edinburgh 2,100.00 
Advertisers 2,808.07 ms 55,356.38 
C.P.&S.: 
Miscellaneous 60.00 $75,291.24 
Extra Mural 462.50 ——. 
38. Statement of Revenue and Expenditure for the Period Ist January, 1958 to 3lst August, 1958 
REVENUE 
Fees CoLLECTED: 1958 Comparison 1957 Comparison 1956 
685 members @ 40.00 $27,400.00 665 @ $40.00 $26,600.00 
Y, year 5 members @ 300.00 15 @ 20.00 300.00 13 @ 20.00 260.00 
Y, year 1 15.00 15.00 2@ pry 20.00 
Salaried _...._.._.__.._.._.. 104 members @ 5.00 520.00 97 @ 5.00 485.00 94@ 5.00 470.00 
1957 Grads _...._....... 16 members @ 15.00 240.00 15 @ 15.00 225.00 23 @ 15.00 345.00 
1958 Grads... ~«3=6 members @ 20.00 120.00 12 @ 20.00 240.00 10 @ 20.00 200.00 
Salaried Combined Fee... 1 member @ _ 8.00 8.00 1@_ 8.00 8.00 2@_ 8.00 16.00 
Combined H. & W..... 15 members @ 30.00 450.00 14 @ 30.00 420.00 12 @ 30.00 360.00 
Retired 6 members @ 6.00 36.00 5@ 6.00 30.00 4@ 21.00 84.00 
Semi-retired —_______. _... 3 members @ 21.00 63.00 3 @ 21.00 63.00 4@ 6.00 24.00 
Post-Graduate _........ 23 members @ 20.00 460.00 19 @ 20.00 380.00 12 @ 20.00 240.00 
Non-Resident _... 8 members @ 13.00 104.00 5@ 13.00 65.00 3 @ 13.00 39.00 
882 $29,701.00 852 - 831.00 815 $27.498.00 
Plus 1 on account 30.00 Plus 2 div. members _ 4.00 Plus arrears —..____ 30.00 
Plus 1 in advance 5.00 Plus 1 on acct. 30.00 
Plus 3 divisional members 6.00 Plus 2 div. members___. 4.00 
Coll of Ph $29,742.00 $28,835.00 $27,562.00 
ege ysician & Surgeons 1,336.00 _ — 
Winnipeg Medical Society 770.00 
Secretarial Services 36.98 
Medicine in Manitoba 27.33 
Interest 1,277.50 
Review 9,209.38 33. 
—_——— In 1957-58 the Finance Committee held seven meetings. 
$42,399.19 During this time the following matters came under consideration 
———_ by this Committee: 
EXPENSES 1. The settlement of the contract between the Estate of the 
Bank Charges $ 17.90 late Mr. J. G. Whitley and the Manitoba Medical Association 
Donations 750.00 regarding the Manitoba Medical Review. Working in close 
Luncheons and Dinners 934.98 collaboration with our legal advisor, this settlement was finally 
General Expense 1,279.95 made on April 29th, 1958. This has been ratified by your 
Light 56.70 Executive. The entire management of the Review is now in 
Office Remodelling 105.21 hands of the Association. 
Office Miscellaneous 8.60 2. Payment of expenses to out-of-town members attending 
Printing, Postage and Stationery 1,338.28 Executive meetings, similar to that initiated by the College of 
Rent 3,020.40 Physicians and Surgeons, was adopted. 
Review Illustrations 396.50 3. Payment of travelling expenses and three days’ main- 
aries 13,629.45 tenance of delegates to the General Council of the Canadian 
- Wan 76.84 Medical Association, was instituted. A definite limit has been 
“ -M.HS.P. 9.18 placed on the amount of this expenditure. 
“ =M.MS. 31.50 4. Considerable attention has been given to the present 
“  M.HS.A 16.03 status of the offices of the M.M.A. with a view to renovating, 
Travel 1,002.45 air full coverage. 
“To Executive meetings =... -»-: 1,036.85 5. A study of pensions for the permanent members of the 
“Reps. to C.M.A 2,222.56 office staff is being undertaken. 
Telephone 543.45 RECOMMENDATION: 
Trans. of Records 32.50 It is the considered opinion of the Finance Committee that 
J. G. Whitley 2,500.00 the management of the Manitoba Medical Review remain in the 
hands of the Association. 
$29,009.33 Respectfully submitted. 
Excess Revenue over Expenditure 13,389.86 L. R. Rabson, 
Chairman. 
$42,399.19 The personnel of this Committee are: W. J. Boyd, R. T. 


average dosage: 
one Tusset per hour, or as re- 
quired. Packaged in 12's and 
100’s. *Sodium di-tertiary butyl 
naphthalene sulfonate, 15 mg. 


. per Tusset. 


FR AN K w. 


a safe 
non-narcotic 
cough suppressant 
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Membership 
To the President and Executive of 
The Manitoba Medical Association: 


40. 
There are 1,022 doctors in the Province of Manitoba. 
742 Winnipeg 
280 Rural 
881 Active Paid-up Members _..____. 635 Winnipeg 
(858 in the Province) ..... 223 Rural 
23 Outside Province 
10 Senior Members Winnipeg 
5 Rural 
17 Retired 14 Winnipeg 
3 Rural 
137 Membership fees unpaid 88 Winni 
49 Rural 


Of the 137 doctors whose fees are unpaid, 14 are new 
registrants, 31 are temporarily licensed, 10 are doing post- 
graduate work in hospitals, 18 are not practising and 6 are in 
the Armed Services, leaving a potential of 58 members. On 
this basis, the percentage of paid-up membership is 86.6%. 
Attention is called to Chapter 2(a) of the proposed Constitution 
and By-laws regulating the suspension of delinquent members. 

22 doctors have been lost to the Association during the year, 
7 are deceased, and 15 have left the Province. 

65 new members have been enrolled to date this year. 

The number of paid-up members is higher by 29 than it 
was this time last year. The total membership at the end of 
1957 was 877. 

Respectfully submitted. 

L. R. Rabson, 
Chairman. 
Advisory Committee To The 
Provincial Government 


A special committee was set up by your Executive over one 
year ago, to form a liaison group with the Department of 
Health and Public Welfare. 

Several profitable meetings were held to discuss matters of 
mutual interest. The Department has been quite frank in 
these meetings and has given the medical association every 
opportunity to express its aims and opinions on many govern- 
ment policies. 

We appreciate the goodwill shown by the Department of 
Health and Public Welfare and trust that we will continue to 
work in close harmony and improve the welfare of the people 


President and Executive Director. 


By-Laws Committee 
To the President and Executive of 
- The Manitoba Medical Association: 

The Committee on Constitution and By-Laws met on 
several occasions this past year. As is already known, Dr. Roy 
Richardson, Chairman of the Committee on Organization, has 
completely revised our present Constitution. This was 
in line with the general feeling of the Association that it was 
time that such a revision be done. After several such revisions, 
all of which have been gone over by your Executive, a final 
draft was completed and sent to this Committee for its action. 
The Committee went over the entire new draft very carefully 
and made several suggestions. However, it was felt, both by 
the Committee and the Executive, that it would be preferable 


these decisions are open to revision at any time and do not 
necessarily mean a change of constitution. It was felt, too, 
that under such circumstances the Committee on Constitution 
and By-Laws, that is, its individual members, would be better 
able to discuss and point out what in their opinion might 
be either inconsistencies or improvements or whereby improve- 
ments could be brought into the Constitution. We, there- 
fore, approved in principle of this method of presenting = 
new Constitution to the Annual Meeting for discussion and 
eventual approval. 
All da which is respectfully submitted. 
Ruvin Lyons, 
Chairman. 


The personnel of this Committee are: D. Swartz, W. J. 


Advisory Commission, Health Services Act 


To the President and Executive of 
The Manitoba Medical Association: 


The Advisory Commission of the Health Services Act met on 
several occasions during the year to discuss the various problems 
associated with the Health Services in Manitoba. These had 
. do (a) with the establishment of such services in the province 

extension of such services, e.g. X-Ray and Laboratory 
then, and (b) with the building of small nursing units or 
hospitals and/or increasing the number of beds in already 
existing hospitals. As a rule the request for the creation of 
such facilities comes from the municipality concerned; the 
request is then considered by the Commission, which determines 
whether or not such requests are justified, and so advises the 
Minister. If the request is approved, the final word still lies 
with the residents of the area concerned, for they must pass 
a money by-law approving the necessary expenditure of funds 
for the proposed increase. 

During the past year, the new Hospital Services Insurance 
Act came into effect. There was some discussion of the plan 
and its probable and possible effects on existing health and 
hospital facilities. However, the problems which will arise 
from the new plan are in the main theoretical and we must 
— further developments. As i a matter of fact the M.M.A. 

has already appointed a special Liaison Committee to work 

with the appropriate government agency to discuss and advise 

on the questions which will arise from the implementation of 
the Hospitalization Plan. 

ly submitted. 
Ruvin Lyons, 
Senior Representative. 
Other representatives are: J. E. Hudson, C. H. A. Walton. 


Cancer 


To the President and Executive of 
The Manitoba Medical Association: 


The Medical Advisory Board of the Manitoba Cancer 
Treatment and Research Foundation has had one meeting since 
the re-organization. This was a brief meeting called primarily 
to discuss the payment for biopsy reports. Consequently, the 
representatives of the Manitoba Medical Association have 
nothing special to report. 

The members of the Association may be interested in having 
a statement by Dr. R. J. Walton, Executive Director of the 
Manitoba Cancer Treatment and Research Foundation included 
in this year’s proceedings. He outlines briefly the functions of 
the Foundation and the Medical Committee. This statement 
is as follows: 

“When the Cancer Relief and Research Institute invited the 
Cancer Society to activate its Manitoba Division in April, 1957, 
it handed over to that body the following responsibilities: 

= The raising of funds. 

. Patient Welfare. 
. Lay education 


Boyd. 
43. 
During this past year Dr. D. L. Scott completed his 
nN 
les 
us 
xX. 
ani ° 
nd Respectfully submitted. 
J. E. Hudson, 
nt K. R. Trueman, 
S, 
| 
ry 44. 
id 
ia e ommiuittee On Wrganization, roug. its “airman, 
Dr. Richardson, present the new draft of the Constitution : 
since it is more familiar with the context and would be in a 
L much better position to answer any and all questions which 
would, of course, arise from the floor during a discussion on 
these matters. The Committee feels that the addition of the 
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The remainder of the Institute’s duties passed to the newly 
formed Manitoba Cancer Treatment and Research Foundation. 
The chief interests of this body are presently in the clinical field 


vat include: 

1. Radiotherapy Departments in Winnipeg General Hospital 
St. Boniface Hospital. 

2. A Radioactive Isotope Service in Winnipeg General 
Hospital St. Boniface Hospital. 

Cancer Diagnostic Service, under whose provision 

Pak rural patients may be admitted to either of the above 
hospitals for investigation of suspected cancer. 

4. A Biopsy Service, under which specimens removed from 

patients by rural doctors may be sent for examination to the 
Pathology laboratories of either hospital. 

5. A Tumour Service, which looks after tumour records and 
follow-ups in both hospitals 

6. A Central Cancer Registry which, under the Foundation’s 
statistician, maintains cancer records on a provincial basis. 

7. A Physics Department, which builds, maintains, and 
services all the radiation and electronic equipment of the Foun- 
dation’s various units, and which is available, on request, to 
calibrate and standardize diagnostic radiological equipment 
throughout the province. 

8. The professional staff of the Foundation undertake the 


in training. 
Certain of the above functions may, of course, be modified 
under the new hospitalization scheme. 

The Foundation has set up a Medical Advisory Board 
comprising doctors representative of wide professional and geo- 
graphical interests whose advice it will seek on matters with 
reference to the relations between the Foundation and the 
medical profession as a whole. 

the province in the field of cancer.’ 

It may be in order to refer briefly to the agreement arranged 
between the Manitoba Medical Association and the former 
Manitoba Cancer Relief and Research Institute in 1950 and 
published in the annual Committee Reports for that year. To- 
wards the end of the report, under item 57, it states: 

“WHEREAS it is recognized that the operating costs of 
the services can be determined only after trial, and that the 
execution of the above plan may bring to light problems and 
difficulties that at present are not clearly visualized, 

THEREFORE 


it is agreed that this plan should be initiated upon an experi- 
mental basis for a period of two years, and be subject to review 
in the light of the information gained at the end of one year.” 
" The personnel of this committee are: H. S. Evans and L. 


P. H. T. Thorlakson, 


Chairman. 
Civil Disaster 


To the President and Executive of 
- The Manitoba Medical Association: 

The Committee on Civil Disaster consists of: Dr. C. G. 
Wood, Chairman, Dr. P. L’Heureux, Dr. L. O. Bradley. 

At a meeting of the Committee held on January 28th, 1958 
the status of the medical preparation for Civil Disaster in 
Manitoba were reviewed. It was noted that, although a plan 
had been prepared and issued in 1956, nothing had been done 
to implement this plan. Recommendations for implementation 
had accompanied the final draft of the Plan. 

This lack of action was drawn to the attention of the 
Executive who, in turn, notified the Provincial Government of 
their concern. As a result, meetings are now being held with 
the new Minister, Mr. Jack Carroll, and top Civil Defence 
authorities in an effort to implement the existing plan. 

A list of Manitoba doctors interested in attending courses 
at the Civil Defence College in Arnprior was prepared from 
answers to a questionnaire. It is hoped that this list will solve 
tight time. 


The Association is obtaining 1,000 copies of the C.D. Primary 
Treatment Services Manual which will be distributed to all the 
doctors of Manitoba. 

Respectfully submitted, 

C. G. Wood, 


Chairman. 
Editorial Board, C.M.A.J. 
To the President and Executive of 
ai The Manitoba Medical Association: 


As representative to the Editorial Board, Canadian Medical 


2. Manitoba has been well represented in contributions of 


ciation instituted the Canadian Journal of Surgery in ute. 
1957. It is published quarterly and has had contributions 
from Manitoba Surgeons. Dr. C. C. Ferguson, Professor of 
Surgery, is a member of the Editorial Board. We congratulate 


publication. 
Respectfully submitted. 
R. B. Mitchell, 
Chairman. 
J. R. Mitchell, 
Member. 
Editorial 
To the President and Executive of 
= The Manitoba Medical Association: 


The Editorial Committee convened on three occasions during 
the past year to discuss matters relevant to the progress of the 
Review. The suggestions and recommendations made at these 
meetings contributed greatly to its successful functioning. 

A special Jubilee issue was dedicated to the 50th Anniversary 
of the Manitoba Medical Association and the 75th Anniversary 
of the Manitoba Medical College. 

Respectfully submitted, S. Vaisrub, 

Chairman. 


Representative to Canadian Medical 
Association Executive Committee 


To the President and Executive of 
The Manitoba Medical Association: 
48. 


I have attended all the meetings of the Executive Com- 
mittee of the Canadian Medical Association held during the 
year and from that Committee have acted on the Advisory 
Committee to the Federal Government and as the C.M.A. 
Committee to Journal. 

respectfully submi 


All of which is 
W. 


Representative. 
Industrial Medicine 
To the President and Executive of 
pa The Manitoba Medical Association: 


This Committee convened October 17th, 1957. 

On request from the Industrial Committee of the Canadian 
Medical Association, a list of full time salaried physicians of 
Manitoba is being compiled. 

The Committee also were in favor of adopting a standard 
as laid down by the British Journal of Industrial Medicine 

It was also agreed that pre-employment examinations be 
standardized. 

Respectfully submitted. K. I. Johnson, 

Chairman. 


The personnel of this committee are: R. H. Cooper, I. S. 
Maclean and H. L. McNicol. 
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Legislative Committee 


To the President and Executive of 
The Manitoba Medical Association: 


50. 

No meetings of this Committee were held this year 

tions governing the operation of the plan were, in 
Provincial Government * (for political reasons?) . 


A. B. Houston, 
Chai 


The personnel of this Committee are: M. H. Campbell, 
F. P. Doyle, J. C. Menzies, G. Johnson, G. F. Hamilton. 
51. 
Liaison Committee M.M.A.-C.P. & S. 


This Committee held two lengthy meetings during 
year. The first was in January, 1998 when che slice of the 
office staff were considered. Dr. T. H. Williams made a 


The second meeting was held i in Pe Again the necessity 
of acquiring an assistant for Dr. Macf. arland was recognized and 
it was felt that this was an urgent problem and the Committee 
therefore unanimously recommended that we advertise for a 
male Executive y wr loon non-medical, and this Committee 
recommend to its parent bodies that the costs of said assistant 
be shared on a basis of 60% by the M.M.A. and 40% 
by C.P.&S. 

It was agreed that the present system 
Macfarland act as a Registrar for the C.P.&S. and the Execu- 
tive Director for the M.M.A. should be continued as this 
does a great deal to strengthen the unity of the profession in 
the province. 

Dr. Macfarland is to be congratulated on the manner in 
me he coordinates his dual 

Respectfully submitted. 


C. B. 
Chai 


rman. 
MMA. personnel of this Committee are: J. E. Hudson, 
Ed Johnson, L. R. Rabson. 


Maternal Welfare 


To the President and Executive of 
- The Manitoba Medical Association: 


The Committee wishes to submit the following report for 
the year 1957, based upon — 2 supplied by the 
a of Statistics, Department of Health and Public 
Welfare 

There were 10 maternal deaths in Manitoba in 1957, the 
death rate per 1000 live births being 0.4. This compares with 
previous years as follows: 

Maternal Mortality Rates per 1000 Live Births. 

Manitoba 1953-1957 
1953 1954 1955 1956 1957 
0.8 0.5 0.7 03 0.4 
The causes of death were as follows: 
as of pi 


Toxaemi 


1 


regnancy. 
-eclampsia with placenta abruptio___ 


of having Dr. ~ 


‘ostpartum inogenemia 
after placentae (non-toxic)... 1 


ion 4 


Septic 

Renal failure following blood transfusion. - it 2 

Classical Caesarean Section 1 


A continued trend in the lowering of the Maternal mortal- 
ity rate may be noted. Looking back to 1948 and 1949 we 
see that the rates at that time were 1.4 and 1.3 per 1000 live 
births respectively, so that in less than 10 years there has been 
a considerable improvement. 

All deaths were reviewed. The single death from toxaemia 
of pregnancy suggests improved standards of prenatal care. 
This patient received no prenatal care. 

An outstanding cause of death for this year was haemor- 
rhage. At least one and possibly two deaths in this group 
were associated with afibrinogenemia. This points out the 
necessity of recognizing this serious complication. Lg 
partum haemorrhage with cause occurred in 
over a period of eight days and finally died enroute to 
hospital. The death from retained placenta with haemorrhage 
occurred six hours after delivery at home. No Physician was 


had 
treatment. The two cases of abortion with renal failure both 
followed curettage and blood transfusion. 

There were five associate maternal deaths. Three were due 
to pneumonia and one resulted from a complication of gall 
bladder surgery. One death from postpartum haemorrhage 
with intramural fibroids should have been classified as a 
primary maternal death. 

The committee wishes to note the following: 

1) Autopsies were performed in 80% of maternal deaths. 
After correspondence with the Division of Vital Statistics the 
procedure of forwarding these autopsy reports to the chairman 
of this committee has been implemented. 

2) The Maternal Mortality Enquiry form has been care- 
fully completed in most cases. It is noted that these forms 
are not completed in some Coroner’s cases and it is recom- 
mended that this be corrected. 

3) At least 50% of these maternal deaths could have been 
avoided if Medical attention had been sought promptly. The 
Committee stresses the importance of communicating to the 
public the need for adequate prenatal care, Prompt reporting 


of any abnormality and confinement by a in hospital 
Respectfully 
A. C. McInnis, 
Chairman. 


The personnel of this Committee are: W. G. Newman, 
H. C. Stevenson, Elinor B’ack (Advisory). 


Medical Education 


To the President and Executive of 
The Manitoba Medical Association: 


During the year 1957-58 the Committee on Medical 
Education arranged the following clinical meetings: 

3 for the Brandon and District Medical Association 

1 for North of 53 District Medical Society 

3 for the Northern District Medical Society 

2 for the Northwestern District Medical So-iety 

These meetings were well received, and it is hoped that 
more of the medical societies will arrange for them in the 
coming year. 

Respectfully submitted, 
J. P. Gemmell, 

Chairman. 
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Respectfully submitted. 
in the area and presented a proposed outline to as ; rT 
a guide for various grades of office employees. With some pdr grey . = ‘ 
adjustments this outline was accepted and recommended and 
salaries adjusted where thought necessary. Periodic revision 
will be necessary as employees of both bodies work in the same 
quarters. It was essential that recommendations for these salary 
adjustments be made by this Liaison Committee in an attempt 
| 
Pre 


DO DOCTORS LEASE THEIR CARS? 
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leasing service in all models to members of the medical profession 
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DOMINION MOTORS LID. 


FORT STREET AND GRAHAM AVENUE - - WINNIPEG, MAN. 
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Pharmacy 
To the President and Executive of 
The Manitoba Medical Association: 


54. 

On behalf of the Committee on Pharmacy, I wish to report 
that, during the past year, there have been no matters requir- 
ing action. Such enquiries as came in were handled personally, 
without need of calling a meeting of the Committee. 


Respectfully submitted. 


M. J. Ormerod, 
Chairman. 
Public Relations 


To the President and Executive of 
The Manitoba Medical Association: 


The tapes of three C.B.C. medical interviews for radio 
were studied, and it was arranged that the discussors would 
be introduced by rank rather than by name. Three other radio 
broadcasts on which doctors’ names were used were dealt with 
after the event in an attempt to prevent such incidents in future. 

All local radio stations were sent copies of the C.M.A. Press, 
Radio and T.V. code, and part of the code was reproduced in 
the Manitoba Medical Review. A dinner was given to C.B.C. 
officials by the committee in an attempt to secure better liaison 
for Radio and T.V. broadcasts. 

A very successful T.V. broadcast by doctors on behalf of the 
Manitoba Heart Foundation was arranged by Drs. Mathewson 
and Medovy without the use of names. 

Two members of the committee attended a Public Relations 
Workshop at C.M.A, headquarters in April. 

Letters were written to both newspapers explaining the 
cost of congenital heart patients travelling to other centers for 
operation. 

A statement from the Association regarding the dangers 
of overcrowding of hospitals under the new hospital plan was 
published in both papers. The function of admission and 
discharge committees of hospital staffs in attempting to prevent 
abuses was explained. 

C.M.A. plaques “To All My Patients” will be available to 
members at the Annual Meeting without charge. 

F. G. Allison, 
Chairman. 


The personnel of this commitese are: R. L. Cooke and R. 
H. McFarlane. 


Rehabilitation 


To the President and Executive of 
The Manitoba Medical Association: 


range of subjects, I will comment item by item on the more 
important matters which came up for discussion in the past 


year. 
The —— for Crippled Children and Adults of Manitoba 

In December 1957 Dr. H. Medovy addressed your Com- 
mittee, asking if some way could be found to assist handicapped 
children who were not covered by the existing terms of reference 
under which the Society operated. He referred to children 
suffering from such conditions as leukemia, nephrosis, fibro- 
cystic disease of the pancreas, and the collagen diseases, where 
their continued care involves the use of expensive drugs; he 
hoped that help could be given these children without distrubing 
the relationship between patient and family doctor. 

Dr. Medovy stated that two years ago he would not have 
brought this matter to the attention of the Society or the Medical 
Advisory Committee because at that time it appeared to him 
and to many other doctors in Winnipeg, that the Society was 
attempting to take over the relationship between the patient 
and his doctor. In the past two years the situation has altered 
to such a marked degree that doctors now feel confident and 
appreciative of the services of the Society and its stability, and 
look forward to a closer working relationship in future years. 


Your Committee recommended that the Society py orm 


expansion could take place would depend on the ability of the 
Society and the Provincial Government ie des Deo with 
which to provide this broader service. 

It is my understanding that the Society is now in a position 


A detailed report on the activities of the Society was pre- 
sented by Mr. S. C. Sparling, the Executive Director, and 
your Committee is completely satisfied with its methods of 


operation. 
Multiple Sclerosis 


were given considerable study by your Committee and the 
question of operating a Multiple Sclerosis Clinic with a con- 
tinuing neurologist, who was particularly interested in this group 
of patients, was discussed. It was decided to appoint Dr. J. G. 
Pincock to head a committee to hear representations from the 
Multiple Sclerosis Society and to report on the need for such a 
yet brought in its final repo 
The Effect of the New "Provincial Hospital Insurance Scheme 
on the Provincial Rehabilitation Program 

The introduction of the new hospital insurance scheme in 
Manitoba will eliminate the difficulties that have been en- 
countered in meeting the cost of hospitalization for medical 
indigents. However, it is apparent that because of the low 
number of beds per thousand population in Manitoba, the pres- 
sure on existing beds will be considerable and it will probably be 
impossible to maintain patients in hospital for the purpose of 

hysical re-training. 

Committee was of the opinion that consideration should be 
given to the end Preaalhng of a facility which might be called a 
rehabilitation centre where long term physical restoration ser- 
vices could be provided. Your Committee was not sure if these 
should be adjacent to, or separate from existing hospitals — and 
it was felt that the opinion of a qualified pes Beem should be 
obtained and very careful evaluation of the problem be carried 
out before any concrete action was taken. A recommendation 
was made to the Rehabilitation Commission that a study be 
carried out regarding the need for a general rehabilitation centre 
for the Province of Manitoba. 
Report on School of Physical and Occupational Therapy 

A sub-committee of the Rehabilitation Commission 
a School of Physica! and Occupational Therapy in Manitoba. 
At the moment it would appear that the supply of physical and 
occupational therapists is adequate. 

Respectfully submitted, 
F. H. Smith, 

Chairman 


Sanatorium Board 


To the President and Executive of 
- The Manitoba Medical Association: 


As representative to the Sanatorium Board I attended the 
Annual Meetings of the Board held in March. It was noted 
in the Report of the Medical Director, that while there were 
fewer admissions (878 in 1957 compared with 973 in 1956) 
there was a sharp increase in those with far advanced disease. 
Of the 65 deaths (compared with 430 in 1935) two-thirds were 
over fifty years of age. Thirty-nine percent were in persons 
over seventy with a ratio of five meles to one female. 

Tuberculosis is still a formidable public health, social and 
economic problem. 

Respectfully submitted. 
Murray Campbell, 

Representative. 


a childrens’ rehabilitation program to include all physically handi- 

ee to insure that no child is denied necessary treatment because 

55. The treatment facilities for patients with multiple sclerosis 
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Society for Crippled Children and Adults 


To the President and Executive of 
i The Manitoba Medical Association: 

"As your representative I was invited to two meetings of the 
Society. “One i in the Fall and the Annual meeting in May, 1958. 
There has been little change from my last report. 

Budget of $400,000 from Easter Seal Campaign, March of 
Dimes, Federal Health Grant, Medical Rehabilitation Grant and 
Vocational Training Grant. 

Benefits to children and adults suffering from disabilities 
caused by Poliomyelitis, Congenital defects, cerebral palsy, 
arthritis, multiple sclerosis, accidents and miscellaneous causes. 

Total cases treated, 1,092 adults, 1,312 children, average cost 
per patient is $200.00 per year. 

The services of the Society are intended for those who 
otherwise cannot afford to pay for them. 


Respectfully submitted. 
Donald J. Hastings, 
Representative. 


Medical Board of Reference, 
Workmen's Compensation Board 


To the President and Executive of 
The Manitoba Medical Association: 
59. 


For the year ending 31 Aug. ’58 your committee met on 
18 occasions. A total of 43 claims were reviewed, of which 
+ a ~_ the responsibility of the Saskatchewan Compensation 


One of the meetings was of special nature, for the purpose 
of assessing responsibility of the Board for the death from 
heart disease of two employees of the City of Winnipeg Fire 
Department. 

Respectfully submitted. 

C. &. 
‘hairman 


Section of Anaesthesia 


To the President and Executive of 
The Manitoba Medical Association: 
60. 


It gives me great pleasure to submit a report on the 
activities of the Winnipeg Anaesthetist’s Society for the 1957-58 
season. 

June, 1957: A Professional Policy Committee of the 
Winnipeg Anaesthetist’s Society was formed, consisting of one 
representative from each Hospital. The purpose of this com- 
mittee is to with grievances, fees, programme preparation 
and welfare of the group. The programme for the season 
was drawn up by this committee on July 24th, 

October, 1957: Dr. R. Stephen of Durham, N.C., talked 
to the group on Hypoventilation and Hyperventilation in 
Anaesthesia. 

November, 1957: The scientific part of the meeting was 
presented by the Residents in Anaesthesia from the Winnipeg 
General Hospital. The topics were: 

a) Blood Volume Replacement in Trauma and Surgery. 

b) Geriatric Anaesthesia. 

c) Bronchoscopy. 

December, 1957: The annual Christmas Dinner and Dance. 


2) Anaesthesia hte to Cardiac Surgery. 

3) Anaesthesia in Paediatric Surgery. 

February, 1958: The scientific part of the meeting was 
presented by the residents in Anaesthesia from the St. Boniface 
Hospital. The topics were: 

1) Complications of Spinal Anaesthesia. 

2) Nitrous Oxide Analgesia for Major Surgery. 

a oe ge A round table discussion was held on 
Anaesthesia for Endoscopy. 


April, 1958: Presentation of interesting cases. 
.May, 1958: Dr. R. Virtue of Denver, Colo., spoke on 
“Recent Advances in Hypothermic Anaesthesia.’ 

July, 1958: A meeting was called to form the Professional 
Policy Committee for a two-year period and the programme 
for the 1958-59 season was drawn up. 

Respectfully submitted. 

J. R. Crawford, 


Secretary-T reasurer, 


Section of Dermatology 


The Section on Dermatology met on several occasions to 
draw up a relative value fee schedule as requested by the 
Professional Policy Committee. A fee schedule as a basis for 
talks with the Workmen’s Compensation Board was also drawn 
up as requested by the Professional Policy Committee. 

The dermatologists of Winnipeg were hosts to the Minnesota 
Dermatologic Association in September, 1957. An interesting 
— with case presentations was held at the Children’s 

ospi 


Respectfully submitted. 


61. 


Saul S. Berger, 
Secretary. 


Eye, Ear, Nose and Throat Section 


To the President and Executive of 
pa The Manitoba Medical Association: 


In the year 1957-58 up to the present time, this section 
held three meetings. 

At the ra meeting, a revision of the fee schedule was 
discussed. t the second meeting a presentation of clinical 
cases was 

Dr, T. G. Martens of the Mayo Clinic presented, at the 
third meeting, a paper on “Divergent Strabismus”. 

Respectifully submitted. 

R. C. Davison, 
Secretary. 


Section of Internal Medicine 


To the President and Executive of 
in The Manitoba Medical Association: 


the 1957-1958 season the section of Internal 
Medicine has held five general meetings and one business 
meeting. Attendance has, on the whole been good and all 
papers have proved to be ‘informative and interesting. In the 
past year considerable discussion has been heard concerning the 
newly proposed Canadian Society of Internists and Dr. A. V. 
Houston has been elected representative of the Manitoba 
Section. Election of new officers occurred on May 7, 1958 
at which time Dr. Laurie Coke was elected president, Dr. J. 
Hughes as Secretary and Dr. J. Maclean as Program Chairman. 


Respectfuly submitted, 
J. F. S. 
Secretary. 


Section of Pediatrics 


To the President and Executive of 
The Manitoba Medical Association: 


A number of meetings were held in regard to Professional 
Policy Committee, fees, etc. A dinner meeting was also held 
in honor of Professor J. McCreary of the U.B.C. Medical School 
and Dr. John Keith of Toronto. Dr. McCreary addressed the 
Section of Pediatrics on his observations during a three-month 
sojourn in India. 

Respectfully submitted, 

M. Berger, 
Secretary. 


January, 1958: Three films were shown 64 
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Pathologist’s Section 


To the President and Executive of 
The Manitoba Medical Association: 


65. 

The Manitoba Association of Pathologists now consists of 
four honorary members, 29 regular members and 10 associate 
members. Between July Ist, 1957 and June 30, 1958, the 
association has held a total of six scientific and/or business 
meetings. The main topics for discussion during this past 
year have centred about the theoretical and practical aspects 
of supply of diagnostic, laboratory services throughout the 
Province of Manitoba. Much time was spent in the prepara- 
tion of a proposed fee schedule for laboratory services, and a 
complete list of procedures and recommended fees were sub- 
mitted to the professional policy committee of the Manitoba 
Medical Association. Another important topic for discussion 
was, and is, the matter of technician training. This subject 
is now under active consideration by a committee headed by 
Dr. P. Warner. 

At the last meeting on June 3rd, the annual election of 
oficers was held and the following slate of officers was returned: 

Past President: H. M. Ross, M.D. 

President: L. P. Lansdowne, M.D. 

Vice-President: D. W. Penner, M.D. 

Secretary-Treasurer: C. N. Crowson, M.D. 

Regional Representative 

to Can. Ass’n of Pathologists: J. M. Lederman, M.D. 


Respectfully submitted. 
C. N. Crowson, 


Secretary-T reasurer. 


Psychiatric Section 


To the President and Executive of 
The Manitoba Medical Association: 


66. 

We are pleased to report that the Psychiatric Section has 
enjoyed another year of successful activity. During the year 
three meetings were held, each having business and scientific 
sessions. 

The first meeting, at Winnipeg, October 15, 1957, was 
highlighted by a review of local and contemporary psychiatric 
progress by Dr. G. Sisler. 

The second meeting featured a paper by Dr. Payne on 
“Succinate in the Treatment of Schizophrenia” and a dis- 
cussion of group psychotherapy by Dr. J. Klimczynski. , 

The third meeting heard a paper by Dr. R. Tavener on 
“Ipronizid in the Treatment of Psychosis” and reports on 
medical meetings attended by Drs. G. Allison and, J. Lindsay. 

In addition to meetings, various Committees were active in 
cooperation and liaison with the M.M.A. proper, and with 
the C.P.A. 

The following Executive Officers were elected: 

(1) Past Chairman—Dr. G. Sisler. 

(2) Chairman—Dr, J. Matas. 

(3) Vice-Chairman—Dr. J. Kli 3 

(4) -Treasurer—Dr, R. H. Tavener. 

Respectfully submitted. 

R. H. Tavener, 
Secretary-T reasurer. 


Radiology 


To the President and Executive of 
os The Manitoba Medical Association: 


During the year the Section of Radiology of the Manitoba 
Medical Association met on three occasions to discuss business 
matters. 


Respectfully submitted. 


J. B. Squire, 
Secretary. 


Professional Policy Committee 


To the President and Executive of 
oe The Manitoba Medical Association: 


This report concerns the deliberations of ten members, five 
drawn from General Practice: Drs. R. O. Flett, D. N. C. 
McIntyre, W. G. Newman, M. J. Ranosky and A. J. Wine- 
sto-k and five from the Specialist groups: Drs. F. G. Allison, 
S. Israels, M. K. Kiernan, D. Parkinson and R. Willows. 

Since the reappointment of this group during December, 
1957 and up to September, 1958, eighteen meetings have been 
held. Interim reports have been made to each Monthly Executive 
Committee meeting. The Committee developed first during 
1957 is charged with the responsibility of making recommenda- 
tions to the Executive on matters concerning fees, fee revisions 
and M.H.S./M.M.A. policy relations. 

During the year the Committee received three major requests: 

1. A request for “definition of the term “Assistant” and 
a description of the procedures on which an Assistant might 
legitimately be required and paid a fee apart from the Surgeon’s 
fee and from the general fund of M.H.S., the amount thereof 
and what conditions should govern participat:on in post-operative 
care.” 

2. A request for detailed consideration of the two sections 
of the Commission Report dealing with the extension of the 
practice of paying one fee only for the more common procedures 
and the payment for concomitant care-at its proper value. 

3. A request that work towards the development of a Rela- 
tive Value Fee Schedule initiated during 1957 be tabled but that 
fee revision determined by the various specialty groups be con- 
tinued. This request was given greater urgency with the receipt 
of the suggestion that the Committee study the fee schedule 
in the light of the Association’s brief to the Turgeon Com- 
mission which recommended that the Workmen’s Compensation 
Board adopt the minimum schedule of the Provincial Medical 

Numerous requests have been received for recommendations 
regarding the introduction or modification of specific fees. The 
majority of these were forwarded to the section or sections con- 
cerned for incorporation in their new fee-schedule suggestions. 

Consideration of request No. 1 regarding the payment of 
Surgical Assistants commenced shortly after the Committee had 
recommended against the implementation of Section Eleven (11) 
of the Commission recommendations (that the Assistant’s fee 
be paid out of the general fund and not from the Surgeon’s 
fee). In submitting the following consideration the Committee 
indicated that it still held to its majority view that Section 
Eleven was not practical, The requested consideration was 
forwarded as follows: 

“An Assistant is defined, excluding inter-group and 
partnership assistants, as the member who actually assists 
at an operation. Payment for this assistance will be made 
where the surgical fee is $50.00 or over, when the Assistant 
is the referring physician. This payment will be made from 
the general fund at the present rate of 15% of the 
prescribed surgical fee and this rate will be reviewed at the 
end of one year from the date of implementation. Post- 
operative surgical care is the responsibility of the Surgeon. 
However, under exceptional circumstances, e.g. being out 
of town or confined by illness, the Surgeon may delegate 
his work to another whereupon a fee of 15% of the surgical 
charge will obtain, this amount to be deducted from the 
fee of the Surgeon and paid separately. House calls made 
during the post-operative period by the referring Doctor 
should be paid by M.H.S., without time restriction.” 

The development of this recommendation was an 
extremely complex and controversial matter. Firstly, it 
represented general policy which had the backing of the 
majority of the Executive Committee and secondly, it was 
necessary that it be administerable through M.H.S. For 
this reason advice from both these bodies was sought and 
incorporated. 
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for more common 


and most important assignment of 
itioned by the receipt of the 
jous section fee recommendations. Since data from two of 
key groups requested against a mid-May deadline did not 
become available until the last few days of August, summer 
progress has been disappointing. It is evident that all sections 


Hugh Malcolmson, 
Chairman. 


Group Accident and Sickness Insurance 


To the President and Executive of 
o The Manitoba Medical Association: 


The Committee on Group Accident and Sickness has had 
six meetings to date this year. 

The topics discussed were the new plans for si-kness 
accident insurance and hospital coverage by 
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Manitoba Medical Service to members of Manitoba Medical 

A study of our disability group was carried out in its 
functioning over past nine years and also new 
disability plans were studied which are designed to fill a need 
in our profession. 

Our group at present is in good financial condition and has 
a sound reserve which permits us to consider term dis- 
ability insurance, the details of which all members will be 
receiving under separate cover shortly. These new plans will 
be available to any or all. However, a member can continue 
with the present plan he carries or a new member can subscribe 
to our present existing plan if he feels that is all he requires. 
All members are urged to give these new their careful 
consideration as they are designed primarily for our profession. 

A review of our group will be carried out annually and 
the findings shall be communicated to the membership. 

At an early date members will receive literature from and 
be approached by a representative from the North American 
Life and Casualty who will discuss the members requirements. 

EXTENDED HOSPITAL COVERAGE BY 
MANITOBA MEDICAL SERVICE 

In a study of this problem your committee felt that the 
amount of insurability that is offered is impractical and the 
rates quite high and therefore does not encourage the formation 
of such a group. 

Respectfully submitted. 

M. J. Ranosky, 
Chairman. 

The personnel of this Committee are: F. H. Smith, L. R. 

Rabson, A. P. Warkentin. 
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% menced and carried through several meetings. It soon became 
evident that administratively both could be fundamentally 
influenced by a revised fee schedule, for this reason the com- 
B mittee decided to table their further consideration until the 
a revised schedule had been completed. 
oe Request No. 3 regarding a revised association fee schedule 
| 
are suggesting major fee revisions and that some areas are 
: considerably more aggressive than others. The transformation 
eet of this data into a fee schedule as fair as possible to all con- | 
* cerned is the concern of the committee at the time this report is 
= being developed. It will call for Medical statesmanship of the 
2 highest order. The Executive have been informed that unless 
2 unforeseeable difficulties develop recommendations regarding the 
“i fee schedule should be available during November. 
Respectfully submitted, 
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Community Chest 


The business men of Winnipeg have been 
devoting a great deal of their time during the 
past few weeks to the undesirable task: of can- 
vassing the medical doctors for welfare funds. It 
should be realized that this is a job which should 
normally be carried out by ourselves, and in fact 
was, until recently. 

It is most fortunate for us that others are pre- 
pared to undertake this task; all they ask in return 
is our co-operation in filling out our donation cards 
without undue delay. If you have not already com- 
pleted your card you are urged to do so now. 


© 


Professor Horace Hodes 
Professor of Pediatrics, Columbia University 


Pediatrician-in-Chief, Mount Sinai Hospital 1] 
New York City 


Professor Hodes is well known for his research 
into the problems of infection and immunity in 
infancy and childhood. He will be a visiting Pro- 
fessor under the sponsorship of the Journal of 
Pediatrics Educational Fund. Professor Hodes will 
participate in the various conferences and rounds 
at the Childrens’ Hospital during the week of 
December Ist. 


Phone WH3-3227 + A Complete Optical Service 


SPECIALIZING 
in pregnancy tests 


Selected Albino rats used for Accuracy | 


Laboratory hours 8 a.m. to 5 p.m. 
Sundays and holidays by appointment 


Containers sent on request 
Phone WH 2-6935 day or night 


WESTERN BIOLOGICAL LABORATORY 
207 Boyd Bidg., 388 Portage Ave. 
Winnipeg 1, Man. 


Pictured above is one of the newly designed R591 Medical 
———? Tables as installed in hospitals, clinics and 
individ doctors’ offices. Table Features: @ All Birch 
py hee truction @ Step pulls out from front of table 
with 1” live rubber and first grade leath- 


Gaguive chest cur ghyslethewapy tables end equipment 
Manufacturers of Wooden Examining Tables Since 1935 


p. stoller & co. 


Established 457 LOGAN AVE. PHONE WH 3-0269 
1914 WINNIPEG 2, MANITOBA 


The Province Of Manitoba 


requires 


immediately 


Psychiatrists at the Hospitals for Mental Diseases 
located at Brandon and Selkirk, Manitoba, Canada. 
Salaries range from $6,969 to $9,120 per annum 
for medical personnel without certification; and 
from $9,480 to $12,000 per annum for certified 
psychiatrists. These salaries are subject to deduc- 
tion of $100 per month for furnished house or 
suite, plus full maintenance for each physician 
including his family. Applicants must be eligible 
for registration with the College of Physicians 
and Surgeons of Manitoba and have one year of 
General Hospital experience. Credit will be 
given for additional experience in general or 
psychiatric practice. 

Preference will be given to applicants with their 
Certification in Psychiatry. 

Applications with full particulars and the names 
of two references may be addressed to the 
Provincial Psychiatrist, Psychopathic Hospital, 
Winnipeg 3, Manitoba, from whom full details 
may be obtained. 
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Detailmen’s Directory 


Representing Review Advertisers in this issue, 
whose names are not listed under a _ business 


address. 


Abbott Laboratories 
G. J. Bowen 


R. G. (Bud) Harman 
Alan (Al) M. Grant 


Bruce Hunter 


Arlington-Funk Laboratories, division 
U.S. Vitamin Corp. of Canada, Ltd. 


Ed Lessor 


Ayerst McKenna and Harrison 


W. R. Card 


C. C. Savage 


Jack Ostrow 


Bencard, C. L. 
W. J. Tarbet 


Borden Company Ltd. 


Ken Hodges 


British Drug Houses 
W. S. Langdon 


H. Harvey 


Calmic Limited 
Ken Harrison 


GR 5-4559 
LE 3-7509 
CE 3-1802 
GL 2-5263 


GL 3-0807 


HU 9-7115 
SU 3-4558 
ED 4-3240 


.. HU 9-4438 


AL 3-4319 


GL 3-1325 
TU 8-5341 


VE 2-4120 


Ciba Company Ltd. 
Edward Stephany 


Leslie D. MacLean 


Connaught Laboratories 
Brathwaites Ltd. 


Cow & Gate (Canada) Ltd. 
Keith Searle 


Frosst, Charles E. 
W. M. Lougheed 


W. J. McGurran 


E. R. Mitchell 


R. P. Roberts . 


Geigy Pharmaceuticals 
L. H. Lockshin 


Hoffmann-La Roche Limited 
Paul E. Prendergast 


Wilf Baldwin 


Horner, Frank W. Limited 
Jos. Lavitt 


Earl Ayre 


Frank Lowe 


HU 9-7292 
CE 3-3240 


.. WH 2-2635 


ED 9-1347 


HU 9-3963 
AL 3-0722 
HU 9-6164 
AL 3-4032 


JU 9-5472 


AL 3-1962 
HU 9-8236 


JU 9-1691 
CE 3-4086 
VE 2-5821 


SP 5-48629 


HU 9-2207 


McNeil Laboratories of Canada Ltd. 


B. M. Coutts 


AL 3-04379 


JU 2-5920 


Nadeau Laboratory Ltd. 
Andrew Desender 


Ortho Pharmaceutical Corp. 
Don MacDonald 


.. CH 7-4909 


CH 3-4549 


Pfizer Canada 
E. E. Conway 
W. R. Mitchell 


TU 8-1193 
GL 3-6226 


W. G. Johnston 


TU 8-1391 


Blake Johns 


SP 5-1404 9 


Poulenc Limited 
W. J. Plumpton 


Robins (Canada) Ltd., A. H. 


SP 5-5624 | 


Harold Tetlock 
Fred Gallinger 


Sandoz Pharmaceuticals Ltd. 
H. D. Robins 


Schering Corp. Ltd. 
Halsey Park 


4-1367 


8-8216 § 


HU 9-4346 


John D. Nicolson 
Allan L. Segal 


LE 3-4447 
HU 9-7701 


Searle & Co., G. D. 
Harry Chambers 


LE 3-6558 | 


Smith, Kline & French Inter-American Corp. 


VE 2-1237 


Boyd C. Affleck 


Bob Court 


Squibb & Sons, E. R. 
A. B. Shaen 


M. G. Waddell 


... ED 8-8093 


.. GL 2-9859 
GR 5-1552 


Warner-Chilcott Labs. 
A. L. (Andy) Argue 


TU 8-1619 


Gordon Harrower 


AL 3-4147 


VE 2-2055 


A. E. Pauwels 


. GR 5-6038 


Wyeth & Brother, John 
A. W. Cumming 


HU 9-5694 


Stuart Holmes 


JU 9-4273 


GR 5-5561 


CE 3-2024 


Zaks 
| 
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